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SAINT BARTHOLOMEW'S HOSPITAL

REPORTS.

A CASE OF ABDOMINAL CYST,

FEOM WHICH, AFTEK TAPPING, ALL FOOD TAKEN"

BY THE MOUTH AND ALL BILE SECEETED
ESCAPED.—CUEED BY PEESSUEE.

BY

Sir THOMAS SMITH, Bart., F.R.C.S. Eng.

T. 0., set. 50, a gardener, a thick-set healthy man, was carrying

a ladder on his shoulder which overbalanced him backwards.
To recover himself, he made a violent muscular effort, and was
seized with severe pain in the abdomen. He continued his work
for a time, but nest day was attacked with vomiting and violent

coughing, after which he noticed a considerable swelling in the
upper part of his belly. He became seriously ill, and for a
week suffered with symptoms of intestinal obstruction.

Three weeks or later the veins of both lower limbs became
thrombosed, and on recovering from this he had an attack of

pneumonia.
Six months or more after the date of the accident, he came

into the Hospital under my care on October i, 1897.
On admission, a tumour was found in the upper part of the

abdomen, reaching from the ensiform cartilage to an inch below
the umbilicus, the bulk of it being to the left of the mesial

line; it was rounded, elastic, tense, fluctuating, dull to per-

cussion ; there was transmitted pulsation ; the stomach and in-

testines were displaced ; the lower part of the abdomen was
resonant ; the tumour moved with respiration ; the heart sounds
were normal, and the urine free from albumen and sugar.
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2 A Case of Abdominal Cyst.

From the nature of the accident (a violent posterior flexion

of the spine) and the subsequent history, it was assumed that

the tumour was probably caused by the rupture of some vessel

into the lesser cavity of the peritoneum, and in this diagnosis

Dr. Church, who was good enough to see the patient for me,
concurred.

As the swelling was increasing in size, on October the 2ist

the abdomen was opened over the most prominent part of

the tumour, midway between the ensiform cartilage and the

iimbilicus. The great omentum being torn through, an explora-

tory puncture was made with a fine trocar, and subsequently

eight pints of dark brown fluid were drawn off through a larger

trocar ; the cyst was sutured to the parietal peritoneum and the

deep layer of the abdominal wall ; a tube was fastened in the

cyst and connected with a rubber tube draining into a glass

jar beneath the patient's bed. The abdomen was bandaged
pretty firmly.

The fluid contained neither bile nor digestive fluid ; the

sp. gr, was 1009 ; it was alkaline ; no food debris found, but
meth^moglobin.

October 22.—The patient was much relieved ; eight ounces

of fluid had drained away in the night ; towards the evening

there was a suspicion that the milk taken by the mouth was
escaping through the tube, and before morning it was cer-

tain that fluid taken by the mouth quickly appeared in the

jar beneath the bed ; the fluid contained fat globules, food

debris, and bile.

October 23.—An experiment was made with a coloured solu-

tion, and it was found that within three minutes from the time
of swallowing the fluid appeared in the jar

; 56 ounces escaped.

From observations taken it was ascertained that everything

taken by the mouth passed out at the tube. Systematic feed-

ing by the bowel was commenced and continued ; no food by
the mouth.

October 24.—Bile began to escape in large quantities ; as

much as 30 ounces passed this day, and the patient began to

lose ground.

October 25.—Forty ounces escaped; 26th, 34 ounces; 27th,

42 ounces ; 28th, 45 ounces. Meantime the patient was rapidly

emaciating and losing strength, so that his condition seemed
desperate. He had lost 260 or more ounces of bile, food could

not be retained when swallowed, and the rectal feeding did not

maintain his strength.

The question of operation was discussed, but the exhaustion

of the patient was such that no operative measure seemed



A Case of Ahdominal Cyst. 3

possible, and those of my colleagues who saw him with me con-

sidered, as I did, that his case was hopeless. During the week
that followed the operation, from time to time small quanti-

ties of nourishment were given by the mouth, but none was
retained, and certainly it was not digested. The tube was
shortened, it was reduced in size, but nothing seemed to arrest

the flow of bile or prevent the escape of food from the stomach.
It was certain that in the operation the stomach had not been
wounded, and the only difference that the emptying of the

cyst could have exercised on the abdominal contents was to

have greatly diminished the intra-abdominal pressure. With a

view to restore the parts to their condition before the operation

in this respect, I retained the tube and bandaged the abdomen
as tightly as my strength would allow, leaving the end of the

tube free from pressure (and one would have thought I could

not have adopted a more futile measure) ; but from that

moment bile ceased to flow, food could be retained, and the

patient rapidly recovered. The pressure was constantly main-
tained, and only relaxed when it was necessary to re-apply the

bandage ; he left the Hospital wearing a tight-fitting abdominal
belt, with no sign of abdominal tumour ; nine months later he
was in robust health, but was advised to continue to wear his

belt.

Eemarks.

There can be little doubt that the case was one of peritoneal

hematoma, the effusion taking place at the back and upper
part of the abdomen, in front of the spine, and probably
beneath the parietal peritoneum. The latter contributed to form
the cyst wall, which pushed forward into the lesser cavity of

the peritoneum and pretty completely filled it. The bulk of

the cyst at the operation was found to be behind the stomach
and the anterior layers of the great omentum lay in front

of it.

The cyst, at the first tapping, evidently contained disinte-

grated blood without trace of bile, pancreatic fluid, or stomach
contents ; but within twenty-four hours from the operation

there was evidence that food was escaping from the tube, and
before forty-eight hours had elapsed both food and bile were
flowing freely— so freely that practically neither the one nor
the other passed into the intestines.

There was, therefore, demonstrative evidence that a free

communication existed between the intestine, and probably the
duodenum, and the cyst cavity ; this would account for the
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escape of the bile and the very short interval between the

swallowing of food and its exit through the tube.^

A great difficulty occurs in deciding when the communication

first took place, and whether it was the result of a rupture or

from ulceration. It was certain that the bowel was not injured

at the operation, and very unlikely that it was ruptured at the

time of the accident ; nor can one understand why its existence

became manifest within twenty-four hours of the operation.

The fact of importance remains incontrovertible, namely, that

a free communication between the bowel and cyst cavity

existed, and that it was obliterated or cured in some way by
firm pressure on the abdominal contents, and that thereby the

patient's life was saved.

It is possible, in view of the result of this treatment, that

there are other lesions of the abdominal contents where it

would be worth while to adopt the same measures, namely, in

cases in which perforations from gastric, duodenal, or typhoid

ulcers, or wounds of the intestines are suspected, but where

the symptoms are not sufficiently clear to justify surgical

interference. The ready answer to this suggestion would be,

What good could pressure do in these cases? I would venture

to suggest that firm pressure might limit the escape of intes-

tinal contents to a comparatively small area and favour a local

adhesive peritonitis. At all events, the fact remains that in

the case related the compression of the abdominal contents

did at once and (one may say) for ever arrest the escape of bile

and food from an opening in the intestine.

1 As the result of experiments, it is found that fluids taken by the mouth ou an
empty stomach pass at once into the duodenum.



SECONDAEY CATAEACT.

HENRY POWER, F.R.C.S. Eng.

The term secondaiy cataract has been applied in two senses

—

in the first place, to an opaque condition of the lens which
occurs as a sequela to some other affection, as, for example,

when it appears in the last stages of glaucoma, and of severe

iridocyclitis, in cases of intraocular tumour, of retinal detach-

ment, and of dislocation of the lens ; and, secondly, to opacities

which follow operations for the removal of lenticular cataract.

In the former case the opacity implicates the whole lens, in the

latter it is formed by the remains of the lens enclosed in the

ruptured capsule with some new growth derived from the pro-

liferation of the cells lining the capsule, often supplemented
with inflammatory products proceeding from the iris and
adjoining parts. It is to these forms, termed "ISTachstaar," or

after-cataract, by the Germans, that the following remarks
apply.

That considerable differences in the results of operations on
secondary cataracts occur in the hands of different surgeons,

we may gather from a remark made by M. Dufour of Lausanne ^

in an article on this subject, in which he says that M. Gayet
dreads no operation more, and is of opinion that such opera-

tions are always uncertain, often useless, and sometimes very

dangerous. On the other hand, Professor Knapp of New York
operated on 74 per cent, of his cases, as a general rule, and
obtained in most of them considerable improvement in the

sharpness of vision without having to deplore the loss of a

single eye. It is obvious that the experience of these two
distinguished operators must have been in marked contrast,

and we can only conclude that such contrast was due to the

mode of operating on the primary cataract practised by each

of them, or to the method in which the secondary cataract was
attacked.

1 Archives d'Oplithalmologie, 1890.
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There are few ophthalmic surgeons who have not had occa-

sion to regret that they have been persuaded by patients, who
were already able to see well for all practical purposes, to

undertake the operative treatment of secondary cataract, or,

which is a still more unfortunate circumstance, that with the

desire of perfecting their handiwork, and of enabling the

patient to read and work, they have themselves suggested a

further operation. In such cases, the anticipation of the coming

primary operation may have extended over years, and at length,

comprehending his inability to recognise the features of familiar

friends, to see steps, or the nature of the food on his plate, and

reminded in various other trifling or more serious ways of the

great deterioration of his vision, the patient determines to

submit to the operation of extraction. It is done, the surgeon

assures him, successfully, the prospects are excellent ; and

when the first dressings are changed, if he be allowed to open

the eye, he can not only see the light, but the movements of

his own hands or the bars of the window, and a day or two

after may be able to count the fingers at the distance of a foot

or two, and thus all seems to promise a prosperous issue. In

some few instances, indeed, that hope is realised. The in-

flammatory reaction after the operation is slight, and as days

pass by vision steadily improves
;

glasses are prescribed for

the patient, and within a month type of moderate size can be

read with glasses of appropriate strength. On other occasions

the course of events is not quite so satisfactory. The vision,

which was passable when the bandages were first removed,

becomes progressively more and more cloudy, and after the

lapse of ten days or a fortnight, the patient, if not the surgeon,

is dispirited at finding that objects are not more clearly seen

than they were before the eye was touched. With time and

patience, however, many of these cases also do well, the

remains of the lens substance undergo absorption, and week
by week the vision improves, till at length large type can be

deciphered with tolerable facility. The same result may be

obtained even when much haemorrhage occurs at the time of

operation, an accident that was not infrequent when Graefe's
" modified linear operation," in which the section was large and
made through the sclerotic, was first introduced. I remember
assisting Mr. White Cooper many years ago in an operation of

this kind, in which the anterior chamber, immediately after

the section of the cornea, filled with blood, completely obscu-

ring the pupil. The capsule had to be divided at a venture,

but owing to the eye being otherwise healthy and absorp-

tion rapid, the blood quickly disappeared, and the patient had
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very good vision without the necessity for the operation of

needling.

But none of these cases, I venture to say, represent the
usual course of events. In most instances, after the removal
of the lens, and at the time of the operation, the pupil is seen
to be cloudy, and different expedients are resorted to to render
it clear. The cloudiness is chiefly due to cortical lens substance
which has been left behind. This is, of course, much more
likely to occur after the extraction of immature or soft cata-

racts than of mature, hard, and senile cataracts, especially

if the corneal wound have been small. It is, however, rare

in any case in which the anterior capsule has been lacerated

in the usual way with the cystitome that the lens escapes

from the eye without leaving some fragments in the area of

the pupil, or without some residue of the cortical layers re-

maining tucked up in the collapsed capsule, which, swelling by
the imbibition of the aqueous, comes to occupy the pupillary

aperture.

By cautious manipulation with a grooved curette, part,

though rarely the whole, of the soft pulpy substance can be
removed, especially if aided by a little gentle friction of the

eye through the closed lids, which brings forward the peripheral

portions of the lens. There is danger in the repeated intro-

duction of the curette. However smooth the instrument may
be, and however delicately it is manipulated, it interferes with
the cleanness of the corneal section and the exact adaptation

of the edges of the wound. The anterior chamber, it is well to

remember, is usually abolished after the section of the cornea
is completed, and the iris is in contact or in close proximity to

its posterior surface ; consequently, in the act of introducing

the curette and attempting to clear the pupil, the iris is apt to

be bruised or even torn, and its subsequent prolapse facilitated,

Lastly, in the efforts to remove fragments of the lens with
the curette, the membrane of the vitreous humour may be rup-
tured. Such a complication should, if possible, be avoided, since

it is difficult to control the quantity of the vitreous humour
that may escape, whilst portions of the lens substance may be
pressed into it. On account of the slowness of absorption,

such fragments remain long unaltered, and constitute a serious

hindrance to clear vision. The injured vitreous also bulges

forwards, and, if no iridectomy have been done, may very
probably lead to prolapse of the iris ; while, in some cases,

hyalitis is set up. On all these grounds the frequent intro-

duction of the curette is to be avoided.

Another mode of dealing with portions of lens, and bring-
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ing them into the area of the pupil, is by gently stroking

the cornea with a smooth, round-edged silver or gutta-percha

curette. Attention should be paid in this case to the condition

of the epithelium of the cornea, which, if cocaine solutions

have been too freely applied, is shrivelled, rendered opalescent,

and easily separable. The pressure, therefore, should not be

great nor too frequently repeated.

There is still another method of clearing the pupil at the

time of operation, of which I have had but little experience,

viz., by irrigation, but the objections to the frequent introduc-

tion of the curette already mentioned here also hold, whilst

there is the additional risk of introducing foreign germs and

exciting suppuration by the very means adopted to secure a

good result of the operation. After making trial of all these

plans on different occasions, I am content to extract the lens,

slowly and steadily, through a comparatively large wound in

the cornea, embracing nearly one-half of its periphery, and, if

there be no complication or difficulty, without iridectomy.

Then to divide the anterior capsule freely with the cystitome,

and steadily and with gentle pressure to extract the lens. As
it escapes, some of the cortical substance is almost always dis-

placed by the edges of the corneal wound ; but if the delivery

be slowly effected, the cohesion of the lens substance is suffi-

cient to cause it to follow the main body of the lens as a kind

of tail, which is left behind if the outer layers of the lens are

soft, if the corneal wound is too small, or if the lens is made
by pressure with the curette to escape too rajaidly. Supposing
the pupil to be fairly clear, I leave the eye alone, trusting to

nature to absorb the slight remains of the cortical substance,

which become more hazy in the course of a week, but subse-

quently undergo absorption. If much cortical substance remain,

I endeavour to remove a portion of it by introducing the curette,

and sweeping it once or twice through the anterior chamber.

If there have been any hitch in the operation, I at once per-

form an iridectomy. I am convinced that even when no
iridectomy is performed, a large wound in the cornea facilitates

all the after-steps of the operation, and adds little, if at all, to

the dangers of subsequent prolapse of the iris.

The treatment of capsular cataract is probably undertaken
more frequently in private than in hospital practice, partly

because the former class of cases is kept for a longer time
under observation, a,nd partly because such patients demand
or require a higher standard of vision to enable them to read

and work than the ordinary labourer or servant, who is con-

tented with such vision as may enable him or her to perform
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such ordinary outdoor or domestic work, as requires only a

moderate degree of sight.

In regard to the nature of secondary cataract, Becker ^ gives

one of the best accounts extant of secondary cataract, which

it may perhaps be instructive to summarise. He divides the

forms into simple secondary cataract, in which the adjoining

tissues are not implicated, and complicated secondary cataract

(cataracta complicata vel accreta), in which the cornea, iris,

ciliary body, and vitreous humour participate to a greater or

less extent. He describes the conditions he found in a simple

case in a woman who died two days after the operation of

extraction with iridectomy. The wound was closed, the anterior

chamber re-established, and the capsule, with the remains of

the lens, probably occupied the same position as in life. The
border of the excised iris was, it seemed, adherent to the cica-

trix of the wound ; but no adhesion was visible between the iris

and the capsule. The edges of the lacerated capsule were much
folded, and united towards the centre with the posterior capsule

by amorphous material. The periphery of the capsular pouch

contained a considerable quantity of lens substance, which,

owing to the central cleaving together of the capsule, was,

it appeared, very completely shut off from contact with the

aqueous humour. The fibres of the Zonula Zinnii, on longi-

tudinal sections, were swollen and thickened. The canal of

Petit, with its characteristic folds, was distended. The entire

layer of epithelium on the whole anterior and posterior surfaces

of the capsule, up to the insertion of the zonular fibres, was
perfectly preserved. More centrally situated was a thick layer

of thoroughly normal lens fibres, which in their course followed

the inflections of the capsule. These fibres were apparently

healthy, and were probably not affected with the cataractous

opacity. The middle of the mass was composed of the detritus

of the lens, broken up lens fibres, and Morgagnian spheroids

without nuclei. No trace of cell-growth was observable.

In a second eye operated on by v. Graefe, and examined
several years afterwards, Becker found that the Zonule of Zinn
was considerably swollen; the equatorial part of the capsule

was considerably thicker than natural. The intracapsular

cells of the anterior capsule formed a complete and regularly

arranged layer. In the part corresponding to Petit's space

there were many layers, and these were continued for a dis-

tance of about I mm. on the posterior capsule. Beyond this

point the cells became progressively larger, more columnar or

vesicular, and contained a nucleus staining blue with haama-

1 Graefe and Samisch's Handbuch der Ophthalmologie, Band v. 1877, p. 394.
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toxylin. As these cells lay continually nearer the centre of

the mass, they presented some resemblance to Maier's nuclear

zone ; nevertheless they differed from the normal lens fibres,

presenting appearances when obliquely divided that are never
found in the latter. The thickness of this layer of newly formed
fibres towards the axis of the lens was 2 mm., and it then ex-

panded as a thinner layer composed of a not inconsiderable

quantity of cataract substance and broken-down lens fibres,

with fat, myelin, cholesterin crystals, and chalk granules. In
this mass lay spheroidal bodies which resembled very closely

some of the inflated equatorial cells just described, differing

from them, however, in the absence of any nuclear struc-

tures. These were the Morgagnian spheroids. Thus, in the
cases Becker examined, the conditions he found to obtain

were, a well-preserved, almost normal epithelium; near the
equator new formed transparent substance composed of im-
perfectly developed lens substance, enclosed in which was a
variable amount of the remains of the cataract.

A. Alt 1 states that where free division of the capsule of the
lens has been made, the margins roll outward and backward.
The epithelial cells of the capsule swell up, and often large

bladder-like bodies are seen and cells that present vacuoles.

The latter, however, never contain a nucleus, and he is inclined

to think both are myelin formations. A new formation of rudi-

mentary connective tissue cells was sometimes found with
proliferation of the cells of the capsule, and in the former a
deposition of lime salts was occasionally seen, leading in some
instances to the formation of bone.

The practice recommended and adopted in the treatment of

secondary cataract varies considerably. It should depend on
an intelligent appreciation of the conditions that are present.

The natural division of secondary cataracts is into those which
are composed only of the posterior capsule with an attenuated
layer of cortical substance, and in which there has been little

or no inflammation consecutive upon the primary operation,

and those in which, in addition to the posterior capsule, there
are the products of inflammation covering it and forming a
dense and opaque membrane, to which the iris is adherent by
its edges and by more or less of its posterior surface. In the
former case the introduction of one or two needles to effect

laceration of the membrane is sufficient to secure a clear pupil,

in the latter several courses are open to the surgeon.

If we turn to the practice of the older operators, we shall

^ Compendium der normalen und patbologischen Histologic des Auges, 1880,
p. 209.



Secondary Cataract. 1

1

find that Scarpa/ who adopted and preferred the operation of

depression to that of extraction of cataract, regarded secondary

membranous cataract as a consequence of the operation having

been imperfectly executed. In the slighter forms he did not

operate, recommending the operator to leave it to nature, in

the hope that absorption would take place. In cases of dense

opacity he attacked the membrane from behind, introducing a

curved needle through the posterior chamber into the mass,

and pressing the membranous flocculi through the pupil, one

after another, into the anterior chamber of the aqueous humour,
precipitating them into the bottom of this chamber between
the concavity of the cornea and the iris, where, he says, in

a few weeks they dissolve altogether. In still more serious

forms, where the secondary cataract is formed by the whole of

the anterior portion of the capsule, or by several portions of

it adhering to the ciliary zone, the surgeon, he says, having

turned the point of the curved needle toward the pupil, should

perforate the membranous cataract from behind forward ; or,

if its borders leave any interval between them sufficient to

admit the convexity of the instrument, he should pass the

hook through this opening, then turning the point of it back-

wards, should conduct it horizontally between the iris and the

membranous cataract, as near as possible to its attachment

with the zona ciliaris, and pressing the point of the hook into

it, and into each border of it in succession, sometimes rotating

the instrument between the fingers as if to twist the portion

of capsule round the point of it, he should lacerate it as much
as possible in every part of its circumference so as to clear

the whole ambit of the pupil, and ' having collected all the

pellicles of flocculi together, should push them with the point

of the needle through the pupil into the anterior chamber of

the aqueous humour. In doing this, the greatest care should

be taken by the operator not to touch the iris, for on this pre-

caution principally depends the prevention of any consecutive

symptoms of importance. Notwithstanding the length of the

operation, it may be necessary for him to make various move-
ments with the needle. If a portion of the membranous
cataract should be found adhering to the posterior surface of

the iris, which will be known by this circumstance, that in

stretching the small opaque membrane with the needle the

pupil changes its figure, and from being round becomes oval

or irregular, he should proceed with even greater caution

than in the preceding case, making repeated but small and

1 Practical Observations on the Principal Diseases of the Eyes, translated by
James Briggs, 1806.
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gentle movements with the needle in every direction, in order

to obtain the separation of it without endangering the lacera-

tion of the iris at its union with the ciliary ligament. The
predilection of Scarpa for entering the curved needle through
the sclerotic and attacking the capsule from behind is notice-

able. It is probably due to his familiarity with the operation

of depression, now rarely practised.

The employment of two needles, suggested and frequently

practised by Sir W. Bowman, was undoubtedly a great step

in advance. It greatly diminished the risk of dragging upon
the iris, and separation of the periphery of that membrane from
its attachment, and of haemorrhage by rupture of the vessels

;

but that it has been found to be not always satisfactory is suffi-

ciently proved by the persistent efforts that have been made to

improve upon it, and there are undoubtedly some objections to

this method.
Sir W. Bowman ^ considered that an operation for secondary

cataract is not to be attempted if the patient can read Nos. 5

or 6 Jager, and no operation should be undertaken until the

eye is entirely free from any inflammatory or congestive ten-

dency that may have followed upon the original operation.

"For even the slightest operation of the kind," he remarks,
" will sometimes re-excite the circulation of an eye that has
been recently inflamed, especially tediously or sluggishly in-

flamed, and then new inflammatory films may result, depriving

the patient of the benefit he has been led to expect, as well as

disheartening him as to the effect of any future interference.

Two needles," he says, " should be at hand, so that the second
maybe used if required. 'Both should be as fine as is consistent

with strength ; they should be cutting for the twentieth of an
inch at the spear-points ; the stem should be cylindrical, should
enter and move backwards and forwards easily in the corneal

puncture, which it should at the same time perfectly fill, so that

no aqueous humour should escape until the instrument is alto-

gether withdrawn, which should be done gently. The advan-
tages of no aqueous escaping are that there is no bursting

forwards of the vitreous through the pupil, no displacement or

stretching of the pupillary margin or iris, and none of the pain

and after ill-effects due to this latter cause alone. The single

needle is to be used for thin films, but for denser or adherent
films, which resist a single needle, the second one, held in

reserve, is to be introduced with the other hand. The move-
ments made should be slow and gradual, and the vitreous should

be injured as little as possible."

1 Ophthalmic Hospital Reports, vol. iv. p. 358, 1864-65.
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The chief objections that I have found to it are that in cases

of dense opacity, and in those where some iritis has followed

the extraction, the needles fail to perforate the posterior cap-

sule with moderate pressure ; if the pressure be increased, it

may be seen that the iris is following the motion of the resistant

secondary cataract, and is being pressed backwards. One of

three events may then occur—either the adhesions may give

way in some part when the detached capsule can be momen-
tarily depressed out of the line of vision, but reappears on the

withdrawal of the needle ; or some blood-vessels may be rup-

tured, and heemorrhage into the aqueous humour take place
;

or, lastly, irido-dialysis may occur, which is also usually accom-
panied by considerable haemorrhage. In both of the latter

cases the prognosis is bad ; effused blood in such eyes is not

readily absorbed ; the iris and sclera become stained with

hgemoglobin, a deposit of lymph is left, and vision is worse than
before. A second, though a minor objection to Bowman's two-
needle operation is that under certain conditions of light, or

rather unless the light is very favourable and the patient very

steady, it is not easy to make the points of the two needles

transfix the capsule at the same aperture. If this be not

accomplished when the points of the needles are divaricated by
bringing the handles together, an opaque band of the mem-
brane is left, which is very annoying to the patient. The proper

treatment in such cases is not to attempt to divide the band
with the needles, but to withdraw them, and to allow complete
recovery to take place. The band can be divided very easily at

a subsequent period by making a small opening in the cornea
with a V, Graefe's knife, and the introduction of a pair of

Wecker's or of Weiss's cannula scissors, which are admirably
adapted for this purpose, but require to be in perfect order.

It is to be noted, also, that in the act of divaricating the

cutting points of the needles, a not inconsiderable amount of

traction, and even some laceration, or at least bruising, of the

corneal tissue may be effected by the stem of the needle. When
the membrane is thin this does not, of course, occur ; but where
it is dense, and does not tear readily, it is a not unlikely acci-

dent ; and I have both noticed its occurrence, and observed

bad results. Thick membranes must not be attacked with two
needles.

Schmidt Rimpler,^ when the membrane is thin, uses one or

two needles. If these fail, he attempts its division with a pair

of Wecker's scissors, or endeavours to take away a portion alto-

gether. These proceedings, however, he considers to be dange-

1 Augenheilkunde und Ophthalmoscopie, 1888.
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rous on account of possible laceration in the ciliary region ; but

this, he thinks, may be avoided if at several sittings, and with

favourable illumination, the secondary cataract is peripherally

divided with the discission needle, and is thus separated from

its connections with the ciliary body before the extraction is

attempted. If there be extensive adhesion, iridotomy or iridec-

tomy should be practised. These measures seem to me to be

very appropriate.

Juler,! after describing the varieties of capsular cataract, pro-

ceeds to consider their treatment, observing that no operative

proceedings should be had recourse to until all active signs of

inflammation have subsided. The fine membranous opacities

formed of capsule only can be readily torn through with cataract

needles. For this purpose two needles should always be used,

and the opening made by tearing from the centre. For the

tougher membranes formed by lymph or lymph and capsule,

needling is not sufficient. In the first place, it is difficult in

such a case, even with the needles, to avoid making some trac-

tion, and if inflammatory symptoms follow, the opening made
generally gets closed by fresh lymph. By far the most effec-

tual proceeding, in his opinion, is to divide the membrane
and the iris with scissors as in iridotomy.

The latest authority on the subject, Mr. Jessop,^ expresses

himself in these terms : "After-cataract is the name applied to

the remains of capsule, lens matter, or products of inflammation

found in the coloboma or pupil after an operation for cataract.

Clinically they may be divided into two classes—non-inflamma-

tory and inflammatory, (i.) The non-inflammatory, generally

seen as fine cracks and lines in the pupillary area, are not adhe-

rent to the iris, and therefore do not interfere with the action of

the pupil. They consist of remains of the anterior capsule or

lens substance, and also of the opaque posterior capsule : they

may not appear for months after the operation. They gener-

ally produce considerable loss of vision, and are easily treated

under cocaine by breaking them up by means of a needle

introduced through the corneal periphery. Occasionally it is

advisable to employ a second needle passed from the opposite

side, so that the capsule can be torn between them. (2.) The

inflammatory cases are much more serious, and are the result of

iritis or cyclitis. They consist of a more or less thick mem-
brane occluding the pupil and bound down to the iris. The
treatment in these cases must be put off till all signs of active

inflammation have disappeared. Needles should never be used

^ Ophthalmic Science and Practice, 1893, p. 343.
" Ophthalmic Surgery and Medicine, 1898.
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to tear these membranes ; and the best way is to introduce a

thin Graefe's knife near the periphery of the cornea into the

anterior chamber, and when the point of the knife has reached

the limit of the proposed coloboma, the handle should be raised

and the knife made to cut its way through the iris and mem-
brane as far as desired, and then slowly withdrawn. Sometimes
an iridectomy is the best treatment. Operations on after-cata-

racts, though sometimes easy, are always to be undertaken with
great caution, as cyclitis, glaucoma, and even panophthalmitis

may be set up."

After having thus noticed a few of the more recent references

to this subject in works of accredited reputation and value,

which by being thus brought together may be easily compared,
I venture to make a few observations embodying my own
experience.

The operation should not be undertaken at too early a period

for several reasons. In the first place, the eyes of many persons,

especially those of a gouty habit of body, will not bear two opera-

tions rapidly succeeding each other. Inflammation of the sclera,

extending to the ciliary region and the iris, is apt to follow.

Secondly, in healthy eyes in which the aqueous is freely secreted

and freely passes off, absorption to a considerable extent may
be expected to take place ; and, lastly, division of the remains
of the lens and the posterior capsule has little more effect in

obtaining a clear pupil than the division of so much paste or

boiled tapioca would have, since there is little or no elasticity

in the softened lens substance, whilst portions of this material

are likely to be pressed into the vitreous, in which case the

absorption is very slow. I can recall several cases in which
serious trouble resulted from the attempt to clear the pupil being
made at too early a period. As a general rule, at least from
eight weeks to three or four months, or even a year, should be
allowed to elapse before the operation for secondary cataract

is undertaken. It should not be practised until the conjunc-
tiva and sclera in the neighbourhood of the primary wound
have lost all trace of the injury, and have completely regained
their natural colour. The temptation to meddle too soon
with the eye is apt to occur both in hospital and in private

cases—in the former, because the patient has often been sent

from a distance, his bed is in demand for others, and it is in-

convenient and expensive to send him backwards and forwards,
having perhaps still considerably impaired vision, with direc-

tions to return in so many months. In private cases, the mer-
chant or the clerk, the pi ofessional man or artist, is anxious to

resume his work, and exerts more or less pressure on the surgeon
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to finish the case. In either case, if the operation is performed
before the eye has completely recovered itself, and whilst some
lingering inflammation still remains, bad consequences are ex-

tremely likely to follow. Iridocyclitis may be set up, lymph
be thrown out, and the sharpness of vision be temporarily, and
perhaps even permanently, lowered. With such results in my
memory, I endeavour to induce patients, at the risk of some
disappointment on their part, to go into the country, or to cease

to see me for three or four months, and if they ai'e willing to

wait for so long a time, I do not think a year at all excessive.

The eye will then have quieted down and thoroughly recovered

from the first operation, and the liability to subsequent inflam-

mation is greatly reduced, whilst most of the absorbable material

has undergone absorption. The degree of impairment of vision

which renders it advisable for the patient to submit to a need-
ling must vary with his avocation and requii'ements. The
literary man, the business man, the professional man, are all

desirous of being able to read ordinary print, such as the
" leader

'*' of a daily paper, whilst the mother of a family wants
to be able to sew and keep household accounts. But there

are a large number of persons who are satisfied if they can
recover the power of guiding themselves without difficulty,

of recognising faces, and the position, form, and colour of

objects of moderate size, such as a book, a brush, a glass, or

a flower.

The preparation of the patient for this delicate operation

should be as carefully attended to as if it were in view of the

extraction of a cataract. The bowels should be opened once or

twice freely in the course of the preceding week by means of

an aperient : a blue pill and black draught, though old remedies,

are not to be despised, or such a combination as podophyllin,

cascara, and euonymin. In other instances a spoonful of con-

fection of senna will have the desired effect. The patient, if

an inhabitant of a town, should be encouraged to take regular

exercise, and if he can have a week in the country in spring

or autumn, so much the better for him. His diet should be
regulated, and wine and spirits ordered or withdrawn as may
seem advisable. It should not be undertaken whilst the patient

has a severe cough.

The division with one needle can only be safely practised

when the membrane is exceedingly thin. The posterior capsule

and hyaloid membrane are not so elastic as the anterior capsule,

or at least when divided do not gaj)e so widely. The needle

should be flattened, and have exceedingly sharp edges, and it

should not be plunged too deeply into the vitreous humour.



Secondary Cataract. \y

Some of the older operators, as we have seen, used to perforate

the membrane, and rotate and circumduct the point of the

needle freely ; sometimes with good effect, but sometimes with

the result that portions were left in the form of bands and

plaques, which caused luminous objects to have an iridescent

frinofe of colours. Moreover, new membranes often form if

the vitreous be too freely incised and lacerated. The principal

danger in this method of dealing with secondary cataract is

that traction is exerted through the suspensory ligament, and
throusfh the adhesions which often form between the iris and
the remains of the lens, upon the ciliary region ; iridocyclitis

is thus set up, the media become hazy, the fundus of the eye

can no longer be seen with the ophthalmoscope, the iris

assumes a darker hue, and vision is deteriorated to so great an

extent that little more than bare perception of light and dark-

ness is left. Nor is the condition of the eye the only thing

the ophthalmic surgeon has to consider. The pain occasions

almost sleepless nights ; the patient, awakening from short and
unrefreshing slumber, loses his appetite, and is greatly depressed

in spirits at the rapidly increasing loss of vision ; and many
weeks often elapse before the failure of the apparently trifling

operation ceases to trouble him.

The method I have myself of late years generally followed

is to use a very long, very narrow, and very sharp double-

edged knife, bent at an angle approaching a right angle, with

the handle like an iridectomy knife. The length of the blade

is half an inch, and the width one-eighth of an inch. After the

application of two or three drops of a 4 per cent, solution of

cocaine, at intervals of three minutes, till the conjunctiva and
cornea are insensitive, the lids are separated with a spring

speculum. The lower part of the conjunctiva is seized with

a pair of toothed forceps, and the point of the knife is made
to penetrate the upper part of the cornea near its margin.

The blade is steadily pushed forward till it reaches and passes

behind and beyond the pupillary border of the iris. This

should be accomplished without any escape of the aqueous

humour. By a lateral movement of the handle of the instru-

ment, the cutting edge divides the capsule near the attachment
of the suspensory ligament. In some instances an excellent

pupil is formed by this manoeuvre alone ; but when this does

not occur, the knife should be withdrawn, and a blunt Tyrrell's

hook introduced, and the free border of the capsule engaged
in it. Traction can thus be exerted until the formation of the

pupil seems to be sufficient for the free admission of light.

In some cases, where the adhesions are slight or the suspensory

VOL. XXXIV. B
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ligament is weak, the whole of the secondary cataract can be
separated and withdrawn, leaving a beautifully clear pupil,

which is not likely to be again clouded. If, however, on
attempting to use the Tyrrell hook, it is manifest that traction

to a dangerous extent is made upon the iris, the surgeon should

introduce a Graefe's knife at the upper border of the cornea,

and pass in a pair of Wecker's or of Weiss's cannula scissors

through the small opening thus made in the cornea, dividing

the membrane from its upper edge downwards.
I have never introduced the needle through the sclerotic and

behind the iris, but can well believe that in some cases a good
result might be secured by this means ; but the general con-

clusion at which, after forty years' experience, I have arrived,

is that an operation for secondary cataract should not be
lightly undertaken, and that after its performance the case

should be very carefully watched for several days. I conclude

these remarks by giving the views of some of the principal

operators and their modes of operating.

Mackenzie,^ after describing the character and different forms
of capsular secondary cataract, remarks : "It is proper to try

whether we cannot form a sufficient central aperture with the

needle when a capsular secondary cataract occupies a great

portion of the field of the pupil. We often succeed in doing

so, and find that the shreds into which we tear the obstructing

membrane retreat behind the iris. But in many cases the

capsule resists this mode of treatment. In the transparent

state the capsule is easily torn through, but it is otherwise

when it has become opaque and thickened by inflammation. In

this state it is so tough and elastic that we cannot divide it ; we
may carry it on the point of the needle almost to the bottom of

the vitreous humour, whence it instantly springs up again to its

former situation. It may sometimes be gathered round the

curved needle, separated from its connection and depressed,

but it seldom remains long in its new situation. I have some-
times succeeded in twisting a capsular secondary cataract round
a curved needle by rotating the needle, and then drawing the

capsule towards the aperture in the sclerotica, have left it fixed

there as I withdrew the needle. The iris and ciliary body, to

which the capsular secondary cataract is often attached, are

liable under such attempts to be stretched and injured, and
sometimes the iris is detached from the choroid. Serious in-

flammation is also prone to follow such operations." He pro-

ceeds to describe Mr. Bowman's method with two needles, then

recently proposed, and the mode of using the cannula forceps

^ Practical Treatise on the Diseases of the Eye, 4th ed., 1854.
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and scissors. It is obvious that the cases to which Mackenzie
alludes in the above extract could be now satisfactorily dealt

with either by the introduction of Wecker's scissors or of

Weiss's cannula scissors or forceps.

Dr. Agnew^ recommends the introduction of a stop-needle

on the nasal side of the cornea, about a line from the sclera.

The point is made to penetrate the obstructing membrane near
its centre, especial care being taken not to injure the pupillary

margin of the iris. While the stop-needle, held immovably, fixes

both the eye and the membrane, the operator makes a linear

incision in the cornea on the temporal side, parallel with the

margin, and about half a line distant from it. A broad needle,

a Beer's knife, or a lance-knife may be employed, and should

be withdrawn with little or no loss of aqueous humour. Through
the linear incision a small sharp-pointed hook is carried into

the anterior chamber, and its point is engaged in the same
opening in the membrane as that of the stop-needle. The mem-
brane is now to be torn, and to be rolled round the hook as far as

possible by a rotatory movement of the latter. When thus rolled,

the hook and the membrane may be withdrawn from the eye
together. When this cannot be accomplished, the membrane
may still be torn widely open after the hook is withdrawn ; the

stop-needle must be withdrawn also, and the operation is com-
pleted. A few drops of a solution of atropin (two grains of the

sulphate to an ounce of water) should be applied. The after-

treatment consists of cold compresses and rest in bed for three

days. I can hardly think that Dr. Agnew had practised these

proceedings on many occasions. In the first place, if the capsule

be tough, as it often is, the attempt to penetrate it with a stop-

needle is more easily said than done, for it simply retires be-

fore the point, dragging with it the iris, to which it is usually

adherent, with varying degrees of firmness, as far as the stop

on the needle will allow. In the next place, it is not easy, when
one needle has traversed the cornea, to introduce a broad needle,

a Beer's knife, or a lance-knife into the anterior chamber and
withdraw it again with little or no loss of aqueous humour.
Further, although a small sharp-pointed hook may be intro-

duced through the wound made by the broad needle, and may
be made to grip the capsule, the entry of the curved point into

the same spot as that in which the point of the stop-needle is

already engaged and the tearing movement are not easily accom-
plished ; and finally, the sharp-pointed hook, as I have found
on several occasions, is not readily drawn through the small

1 Ophthalmic Hospital Report, vol. v. 1866, p. 239.
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opening made by the broad needle in the cornea without

inflicting some injury upon that membrane.
No doubt some of the precautionary measures that should

be adopted in cases of secondary cataract, some of the opisra-

tive proceedings to be practised, and some of the difliculties

that are likely to arise, as well as the mode in which they

should be met, are to be found under the head of " discission
"

of soft cataracts ; but whoever will take the trouble to examine

the recent numerous manuals, text-books, and treatises on
diseases of the eye, will certainly be surprised at the small

space that is accorded to the consideration of this troublesome

and disappointing sequela of a well-performed and otherwise

successful operation for the extraction of cataract.

Take, for example, the excellent work of St. John Eoosa,

an accomplished and very practical American surgeon. In his

" Clinical Manual of Diseases of the Eye " (1894) the subject is

dismissed in the following summary fashion :
" Operations for

secondary cataract on membranes consist usually in making a

small hole through the membrane by tearing it with needles

(called a ' needling ') or forceps, or by cutting it with a knife or

a special form of scissors "—from which the inference might be

drawn that any one of these instruments may be selected almost

at hazard, that the period after the operation is of no importance,

that the density of the membrane and its adhesion or non-

adhesion to the iris is not worthy of consideration, and that no

serious complications are to be anticipated.

Vossius, again, in his "Lehrbuchder Augenheilkunde"(i892),

treats the subject very lightly, only remarking that the most
frequent complication after extraction is the occurrence of a

secondary cataract, adding, after an explanation of its nature,

that an improvement of vision can only be obtained by opera-

tive procedure, as by discission or by Wecker's method of

iridotomy with scissor forceps.

Mr. Nettleship ^ remarks :
" In slight cases, where the pupil

is not dragged out of place, sight is greatly improved by simply

tearing across the membrane a capsule with a fine needle

and treating the case as after discission of soft cataract. In

doing this the needle should be passed deeply enough to tear

the posterior capsule, also so that the vitreous by bulging

forward may keep the opening in the capsule patent (compare

discission of soft cataract), in which care is taken not to go so

deeply." But in severer cases an artificial pupil must be made
either by iridectomy or iridotomy, operations that he else-

where describes.

1 Diseases of the Eye. Edited by W. T. Holmes Spicer, 1897, p. 393.



Secondary Cataract. 2 1

Even Ernst Fuchs^ gives but a meagre account. This is

all :
" The dilaceration of a membranous cataract is an opera-

tion of little importance providing there are no adhesions be-

tween the cataract and the iris. If there be, there is danger

of lacerating the iris, leading to iridocyclitis. Simple discission

should only be practised when the opaque membrane is so thin

th-at it can be torn across without danger of laceration (of the

iris). When the membrane is thicker, the method of operating

suggested by Bowman, which he describes, may be adopted.

When the synechise are extensive the discission should be pre-

ceded by an iridectomy, or discission may be superseded by an
iridotomy."

In the French (1892) translation by Drs. Lacompte and Leplat

of Fuchs' work, some additional observations precede the above

account: "By the discission of membranous cataracts it is not

attempted to effect absorption, since shrivelled cataracts contain

little or no material capable of being absorbed. The object in

view in tearing across a membranous cataract is to obtain a

free opening. This operation should therefore be termed dila-

ceration of cataract. It can be practised either through the

cornea or through the sclerotic. When the operation through
the cornea (keratonyxis) is performed, the puncture should be
made at the centre of the infero-external quadrant of the

cornea, as in the discission of a soft cataract. The needle is

made to penetrate the cataract which it is desired to tear by
making free lever-like movements of the needle in all directions

to enlarge the opening as much as possible.

"When the operation is done through the sclera (scleronyxis),

the point of the needle is made to penetrate the sclera perpen-
dicularly at a distance of about 6 millimetres behind the margin
of the cornea, a little below the horizontal meridian, pushing it

forward so that the point may appear in the anterior chamber
near the external border of the pupil. Then with lever-like

movements executed from before backwards, as large an opening
as possible should be made by tearing the cataractous membrane.
The difference between the scleral and the corneal operation is that

in the former mode of operating more pressure can be exerted

on the cataract, which is desirable when the cataract is thick
"

Abadie ^ makes an incision in the cornea with a lance-shaped

knife, and passes a pair of curved toothed forceps into the

anterior chamber to seize and extract the membrane.
Macnamara,^ after pointing out that much care is requisite,

1 Lehrbuch der Augenheilkunde, 1889, p. 744.
2 Traite des Maladies des Yeux, 1876.
" A Manual of the Diseases of the I^ye, 1876.
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recommends the employment of one or two needles or the per-

formance of an iridectomy and the division of the membrane
with a pair of Wecker's scissors.

S. Klein, ^ after commenting on the difficulties and dangers

of the division of secondary cataract, approves of de Wecker's
iritomy or iridotomy, and uses that operator's scissors.

Dr. Swanzy ^ observes that the term secondary cataract, as here

used, usually means a closure of the opening in the anterior

capsule left after the removal of a cataractous lens, with some-
times a thickening of the capsule by which an impediment is

offered to the rays of light in passing through the pupil. The
thickening may have pre-existed in the capsule, or it may be
due to subsequent proliferation of the epithelial cells on the

inner surface of the capsule. The term is also used in reference

to those cases in which no central opening has been made in

the capsule (peripheral capsulotomy), and where the latter causes

imperfect vision. It is also used in those cases where, after

cataract extraction, an exudation in the pupil consequent upon
iritis has occurred. Finally, and most incorrectly, it is applied

to the cases in which, after suppuration of the wound with

iridocyclitis, the iris is dragged upwards and the pupil conse-

quently obliterated (a drawing of which he gives). In simple

cases it is easy, he says, to make a rent in the delicate mem-
brane with a discission needle, but when there are thick opacities

in the capsule or inflammatory exudation into the pupil, with

probably adhesions of the iris to the pupillary membrane,
extraction of the latter has been proposed and practised, but

is associated with so much danger, from the unavoidable

dragging on the ciliary body and iris, that the proceeding is

not often employed. Sir W. Bowman's method with two
needles (which he describes) is here much preferable. Dr.

Noyes' method is then referred to, and Wecker's plan of

iridotomy. Iridectomy, he says, rarely succeeds in those cases

where the iris is drawn up ; iridotomy is then preferable.

Pauas^ devotes rather a long chapter to the subject. He
observes that those cataracts formed by the remains of the

capsule with the addition of cortical layers, and sometimes of

plastic deposits, are seen after incomplete extractions or after

wounds of the lens. All varieties occur between the arid

siliquous form characterised by its complete want of trans-

parency, and a membrane that is merely opalescent. From
the eighteenth century secondary cataracts attracted the atten-

1 Lelnbuch der Augenheilkuude, 1879.
- Swauzy, Handbook of the Diseases of the Eye, 1897, p. 387.
•' Ph. Panas, Traite des Maladies des Yeux, 1894, vol. i. p. 600.
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tion of Deider, de Hoin, and especially of Saint Yves and de

Beer. Eoquetta ^ was the first to suggest the employment of

an emporte-pUce destined to perforate the septum. The first

thing to be done is to clear the pupillary field. Those cata-

racts which are easy to extract, like the sclerosed and Mor-
gagnian, present much less liability to this complication than

those which are immature and soft. It goes without saying

that when a capsulo-lenticular cataract is the subject of opera-

tion, and the capsule is not removed, consecutive cataract neces-

sarily forms.

Inasmuch as iritic exsudates take part in some of these cases,

antisepsis, by suppressing post-operative inflammations, dimi-

nishes their frequency. Whenever the vision is unsatisfactory,

interference becomes necessary, which may be dispensed with

when there are only delicate membranules which do not seri-

ously impair the vision. There is a middle path to be followed

between Knapp, who recommends discission in all cases, and
Gayet, who rarely interferes.

The period of intervention is not a matter of indifference.

As a rule, Panas prefers to wait till all inflammatory symptoms
have disappeared and the capsule is well organised, so that it

may be more easily seized by instruments—a period that may
extend from six weeks to two months. The methods of dealing

with the affection vary. In the case of fine membranules with-

out any synechise, a single needle may be sufficient in prefer-

ence to the two recommended by Bowman,"^ whilst some prefer a

Graefe's knife or the fine serpette of Knapp.
The only precautions to be taken are antisepsis and the dila-

tation of the pupil. In order that the field of operation may
be well illuminated, a small electrical photophore is usually

employed, which should be held obliquely by an assistant.

The lid speculum being then introduced, and the globe fixed by
means of forceps, the discission needle is introduced above in one

of the oblique meridians of the cornea about 2 mm. within the

periphery. The little cicatrix thus made is masked by the upper
lid. The point of the needle having penetrated as far as the

pupillary field, the capsule is divided vertically to the extent

of 4 or 5 mm. or more ; a second crucial incision may then be
made. This done, the needle is slowly withdrawn to prevent a

sudden rush of the aqueous humour, the application of the iris

and the introduction of a flap of capsule in the aperture of the

wound. When the two needles of Bowman are used, that one

which is held in the left hand is first plunged in, and then the

1 Bull, gener. de Therap. , 1834.
2 Med. Times and Gaz., 1852.
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other guided as before. The two points are made to converge

towards the middle of the membrane, and they are then made
to separate so as to draw back the two halves of the capsule.

This manoeuvre should be repeated till the flaps of capsule have
no more tendency to return to the centre of the pupil.

At first one is tempted to believe there is nothing easier than

this little operation, and that the traumatism is so slight that

no injurious effects are to be anticipated from any inflammation

of the whole eye. But for various reasons this is not the case.

If, generally speaking, it is easy to tear across membranous
cataract, nothing prevents the flaps from coming into contact

again as soon as the vitreous plug retracts. On the other hand,

the degree of penetration of the needles must be carefully

considered beforehand. When the movements of circumduc-

tion are made, a certain quantity of the aqueous flows away
and the vitreous projects itself against the needle, which pene-

trates deeply and may occasion a consecutive hyalitis.

In the case of resistant secondary cataracts, frequent drag-

ging of the zonule reacts on the ciliary processes, which is again

a cause of inflammation. In other cases the weakened zonule

of Zinn is torn by the needle, and renders any further man-
oeuvre impossible. M. Panas elsewhere insists on the frequency

of capsular inclusion in the course of the wound. He adds
that the establishment of a corneal fistula and of an anterior

.
synechia of the iris are not very infrequent.

Supported by considerations of this kind, and on the sim-

plicity of total extraction, he has for many years adopted

almost exclusively this last method of operating.

Putting aside the fine membranules that can be divided with

the cutting needle of Knapp, he has made a general rule of ex-

tracting secondary cataracts, and the following is the procedure

practised. Peripheral puncture of the cornea with the trian-

gular knife at the level of the old cicatrix to the extent of

5 mm, ; rapid withdrawal of the knife to prevent the escape of

the aqueous and the introduction of the modified forceps of

Liebreich, which serves to seize the membranous cataract after

having perforated it with its posterior pointed arm. Gentle

traction to and fro detach the adhesions from the zonule and
permit the whole of the capsular sac to be drawn outwards with

the masses it contains. Very rarely he has employed the loop

crochet of Langenbeck, modified by substituting at the foot

a screw of more convenient action. When the membrane re-

sists feebly, only the centre is torn away, which is sufficient

for optical purposes, and always superior in effect to that

obtained by discission. In both cases the loss of vitreous is
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small or nothing, and the eye scarcely reacts ; delicate synechise

break down, which at once restores the mobility of the pupil.

Whenever there is an affair of iritic adhesions of moderate

extent or complete, this proceeding is no longer applicable,

and an irido-capsulotomy must be resorted to.

Henry Noyes ^ gives one of the best accounts I have met
with of secondary cataract. " In a large proportion of cases," he

says, " some membraniform obstruction appears in the pupil after

the operation. We have every grade, and may speak of the

simple and the complicated secondary cataract. The simple may
be extremely thin and nearly transparent, or quite thick and

opaque." The condition of the capsule after escape of the

lens is then described in a manner similar to the account given

by Becker. In regard to the mode of operating, he recom-

mends, in simple cases, " discission by a single straight needle,

which is made to enter the anterior chamber by perforating the

cornea at its outer border, the cut being made horizontally

from the inner to the outer side. Mr. Bowman's plan of using

two needles must be adopted for thicker opacities, and in all

cases where it is used care must be taken not to drag on the

ciliary region. For similar cases, Graefe's iridotomy knife is used,

being put into the cornea perpendicularly and near the level

of the dilated pupil. A thick and non-adherent membrane
may be sometimes best attacked by a needle passed through

the sclera behind the iris, which will both cut and displace it,

provided there is no ciliary irritation. Under all precautions,

both operative and antiseptic, he has seen disastrous reaction

follow a faultless discission. Though so simple in appearance,

his inclination is not to resort to discission until the eye does

not redden under rather rough handling, and thus observes all

the cautions above mentioned.

Complicated secondary cataracts present extremely various

conditions. We may have merely slight adhesions to the iris,

or these may be very extensive. In the latter case the iris is

usually dragged up to the wound, and the membrane may be

very thick or otherwise. With a thin membrane, a knife-needle

will cut the adhesions and open the membrane, and may be used

to sever their fibrous bands, which drag the iris towards the

ciliary region. But such interference must be very cautiously

attempted.

With a thicker membrane and broad iritic attachment an

iridectomy downwards may be suitable, and if a membranous
obstruction be revealed, a subsequent needling may be per-

formed.

1 Text-Book on Diseases of the Eye, 2nd edit., 1894, p. 507 et scq.
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For a thick membrane, with few adhesions to the iris, Dr.

Agnew's method may be used. At the upper edge of the cornea

a broad needle pierces the capsule and is held steady. At the

opposite side, on the margin, a wound is made for the intro-

duction into the anterior chamber of a small sharp hook,

whose point is engaged in the wound made by the broad

needle. Securing a good hold, the hook tears down the mem-
brane, and is resisted by the needle in the operator's other

hand, which also defends the ciliary region from traction. As
much tissue is drawn out of the wound as possible, and cut off

by an assistant with scissors.

Sometimes we have to deal with very complicated conditions.

There has been iridocyclitis, and we have to deal with an
inflammatory product, composed of the iris, the capsule, and
the newly-formed connective tissue, which will be highly vas-

cular, tough, and often under unusual tension. The structures

are matted together, and bleed easily on being touched. An
operation should not be attempted until all irritability of the

eye has disappeared. If the globe is soft, the prognosis and the

difficulties are grave. Dr. Loring has had success in some of

these cases by cutting horizontally through the obstruction with

a narrow Graefe's knife, plunged into the vitreous with a sawing

motion, thus effecting a free division of the membrane.
In one of the inost recent authoritative works on diseases and

operations of the eye, that of MM. True and Valude, in which
the subject is very summarily dismissed, it is observed that in

simple secondary capsular cataract " no operation need be prac-

tised ; but if the sharpness of vision is insufficient, discission

with one or two needles, or with the linear knife of Graefe, is

advantageous. In cases where there are debris of the lens with

the secondary capsular cataract, dilaceration with two needles

may be sufficient. Hooks are sometimes employed, which are

introduced through an incision on each side of the horizontal

diameter of the cornea ; usually, however, it is better to adopt

iridectomy or irito-ectomy with AVecker's scissors. Da Gama
Pinto has proposed a new and very ingenious mode of section

of the membranule by means of a special knife, introduced

through the sclerotic behind the iris, and without opening the

anterior chamber. The advantage of this procedure is that a

subconjunctival wound is made, and no vitreous is introduced

into the anterior chamber.

In the Revue Generale d'Ophthalmologie for 1 896 a description

is given of the instrument used by Professor Stilling for the divi-

sion of secondary cataract by Dr. Weill. It is a lance with the

extremity recurved, and cutting like a halberd of the Middle
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Ages. It is made to penetrate by the point, and the membrane
is divided with the cutting edge. M. Valude, in describing it,

remarks that it is more damaging to the eye than any of the

instruments in common use, and the more so as Professor Stil-

ling uses two such instruments simultaneously.

E. Fick 1 says : After the extraction of the cataract the

fragments of the anterior capsule are pressed out of the pupil-

lary area—if everything goes well—and, resting on the posterior

capsule, they finally become adherent to it. Capsular epithelium

and the remnants of the cataract are therefore removed from

the irritating action of the aqueous. The nutritive cells at the

lens equator do hypertrophy, to be sure, but they become changed
into normal lens fibres as far as their physical characteristics,

if not their form, is concerned. The contents of the inter-

capsular space consists of new-formed transparent lens sub-

stance, and of cataract debris, called lenticular membrane.
Any eye operated on and found in such a condition shows

a black pupil ; but by focal illumination there is seen behind

the pupillary plane a delicate, striated, silk-like, often tremu-

lous membrane—the posterior capsule. Unfortunately, this

typical condition is not always present. The fragments of the

anterior capsule do not always withdraw from the pupillary

area, nor adhere early to the posterior capsule ; for this reason

the debris of the cataract swells up in the anterior chamber,

the epithelium of the capsule continues to grow, and as a result

of this activity there is seen in the pupillary area a delicate or

tough grey membrane, the simple secondary cataract. Visual

acuity may be reduced to counting fingers. Even this is not

the worst that can happen. In many cases the capsular frag-

ments adhere to the iris or to the edges of the wound, a con-

dition termed cataracta secondaria acc.reta. The contraction in

the cicatrix, the movements of the iris and ciliary muscle, all

drag continuously on the secondary cataract, which gradually

increases in prominence through this irritation ; the contraction

in the secondary cataract too drags on the suspensory liga-

ment and ciliary body, and provokes a chronic cyclitis. In con-

sequence of all this, the adherent fragments may develop into

a tough membrane, and the eye gradually perish by atrophy.

Fortunately, however, the eye in most cases calms down after a

few months, so that the operative treatment of the secondary

cataract may be considered. The treatment is discission. After

thoroughly atropinising the eye, the largest possible hole in the

membrane should be torn with a discission needle, or cut with
a Graefe's knife exactly at the centre. If the membrane is so

1 Diseases of the Eye, 1896. Cataracta Secondaria.
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tough tiiat a dangerous dragging on the ciliary body is to be
feared, dilaceration should be substituted for discission. Di-
laceration consists in piercing the centre of the membrane with
two needles, and then by a leverage motion in tearing as large

a hole as possible from the centre towards the edge. Although
the injury itself is trifling, there is developed at times after

operation on secondary cataract a cyclitis resulting in phthisis

bulbi, or even panophthalmitis. One must be careful, then, not
to operate before the irritation caused by the first operation

has completely subsided. On the other hand, the delay should
not be unnecessarily long, since a recent secondary cataract is

more delicate than an old one, and since the contraction going
on helps to keep open a hole made of reasonable size. If the

wound from the first operation heals kindly, the proper time for

discission of the secondary cataract will be about two months
afterwards. Many surgeons say that discission of the secondary

cataract by a fine scissors forceps introduced into the anterior

chamber is free from the dangers of discission. I have had no
experience in this method.

C. Schweigger^ dwells on the importance of oblique illumi-

nation for the due examination of secondary cataract. Fine
and delicate membranes he divides with two needles. Thicker
opacities are, he thinks, best treated by discission with iridotomy

scissors, and if synechige are present, they should be extracted

with a fine pair of forceps.

It thus appears from the concordant testimony of many
skilful operators that the treatment of secondary cataract is not

to be lightly or incautiously undertaken. The conditions pre-

sent in each case should be carefully studied, and the effects of

interference watched for some days. There are many methods
of attacking the occluding membrane, but the cardinal point in

all is to do as little violence to the adjoining tissues as possible.

^ Handbuch der Augenheilkunde, 1893.











THE X-RAYS IN DISEASES OF THE CHEST.

HUGH WALSHAM, M.D.

The experience of the last three years has been quite sufficient

to prove beyond question the usefulness of Professor Rontgen's

discovery to the surgeon. I venture to think, however, that

a systematic application of the rays to the diagnosis of chest

disease will prove of equal value to the physician. From some
cause the X-rays have, up to the present time, not been so

extensively used by the physician as they have been by the

surgeon, and yet they are capable of showing very distinctly

pathological conditions within the chest. What little I have
been able to do in the Electrical Department of the Hospital

thoroughly convinces me of their great value in chest disease,

more especially in disease of the lungs. This, I think, will be
quite apparent from an examination of the accompanying skia-

grams. The first (Fig. i) is from the chest of a perfectly

healthy boy aged nine years. It is seen at once that both
lungs in a healthy condition are perfectly transparent to the

rays from apes to base, allowing the posterior portions of the

ribs to be clearly seen. Some slight shading is visible on each
side, corresponding to the position of the larger bronchi, but

with this exception the healthy lung is quite transparent to

the rays. Whether this transparency continues with advancing
life I am not quite sure

;
probably it does not. I think, as life

advances, the lung becomes somewhat less transparent, but
this, of course, affects the whole lung equally, and therefore

may be neglected from a diagnostic point of view.

Fig. 2 is the skiagram from a foetus that had never breathed
(perforation case). Here the lungs are quite opaque to the

rays—at least they are as opaque as the surrounding tissues

except the bones. May not the X-rays be found useful in

helping to decide that difficult medico-legal question as to

whether a child has breathed or not? If we now turn to



30 The X-Rays in Diseases of the Chest.

Fig. 3, we see that there is a great difference if we compare it

with Fig. I. The skiagram is from the chest of a boy aged
fifteen, who came under my care when in charge of Dr.

Harrington Sainsbnry's wards at the City of London Hospital

for Diseases of the Chest during the past summer. Physical

examination of the chest gave signs of cavities at both apices.

On the left side, the physical signs of the cavity extended from
the apex downwards to the level of the third rib. I was, there-

fore, surprised, on examining this patient with the fiuoroscope,

to find that the cavity was comparatively a small one, certainly

not extending so far down as auscultation led me to believe.

I think massive tubercular consolidation round a cavity will

conduct the sounds heard in the cavity far beyond the actual

limits of the cavity. The cavity at the right apex was also

smaller than one would have expected from auscultation. The
cavities are well marked as two more or less clear round spaces

surrounded by dark shading. The posterior portions of the

ribs are clearly seen crossing the back of the cavities. It must
not, however, be thought that all cavities in the lungs will

come out with the same distinctness. I am sure this is not

so. For cavities to show well they must be superficial, empty,

and have a thin wall. A cavity buried deeply in lung-tissue, or

nearly full of pus, will only display its presence by a dark patch

of shading with a somewhat lighter middle. This is well seen in

Fig. 4. It is the skiagram of the chest of a boy aged eleven

years. Auscultation gave evidence of a cavity at the right apex.

It will be seen that a large portion of the right upper lobe

throws a dark shadow on the plate, but with a lighter middle

near the apex. The left apex also shows some commencing
tubercular consolidation displayed by tracts of shading. On
looking at the lower lobes of the lungs, we see (Fig. 3) varying

degrees of transparency mixed up with tracts of shading.

This shading corresponds, no doubt, with consolidated lung-

tissue, but partly perhaps with pleural adhesions. The dia-

phragm, also, stands too high on the affected side. I have had
the opportunity of taking a skiagram of a pleural effusion

(serum). It shows a uniform darkening of the affected side

up to the level of the fluid, quite unlike the mottling of the

lung in pulmonary tuberculosis. The diaphragm also stands

lower on the affected side. I think it is very probable that,

with the aid of the X-rays, we may be able to distinguish

between serum and pus, but at present I have not had an
opportunity of making the observation. Early cases of tuber-

cular consolidation of one or other apex displays its presence

by a shading at that apex, probably before physical signs
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become well marked. Enlarged bronchial glands, according to

Professor Bouchard,^ are easily distinguishable by the X-rays.

I have put this statement to the test, but with a negative

result. A boy aged nine years, with all the classical signs of

enlarged bronchial glands, Dr. Eustace Smith's sign being

especially well marked, came under my care at Great Ormond
Street Children's iros])ital, but the skiagram, with perhaps the

exception of a slight broadening of the shadow at the base of

the heart, was normal. (See Fig. 5-)

Fig. 6 is from a case of fibroid phthisis affecting a woman
aged twenty-six. It will be seen that the left lower lobe is

markedly affected. It also shows well the contracted condition

of the left side of the chest. The X-rays are valuable in accu-

rately determining the position and size of the heart, and fully

confirm Professor Stark's^ observations on the position of the

organ in childhood. The rays also show well the swing of the

heart from left to right in different positions of the body. Bear-

ing this fact in mind, it may perhaps become possible to diag-

nose an adherent pericardium—at least when the pericardium is

adherent to the chest-wall. I have quite lately had an oppor-

tunity of taking skiagrams of some cases of aortic aneurism.

Fig. 7 shows one of these ; an aneurism is seen distinctly on

the descending aortic arch, thus quite clearing up the diagnosis,

which before was somewhat doubtful. The accompanying skia-

grams were all taken with a lo-inch coil worked by two storage

batteries of about 16 volts.

A tube of moderate penetrative power was used. It is, I

think, important in taking skiagrams of the chest for suspected

lung disease not to use a tube of too great penetrative power,

lest we render parts transparent which ought to be opaque.

Again, the distance of the tube from the chest-wall is also an
important point to attend to (especially in taking skiagrams of

the heart), or very erroneous ideas may be formed of the size

of the organ. Much still remains to be done in this depart-

ment of physical diagnosis, and it requires a far larger ex-

perience than we already possess before we shall be able to

speak with confidence as to the meaning of the shadows which
the X-rays cast before us.

^ Congress of Tuberculosis, Paris, 1898.
2 " The Situation of the Ai)ex of the Heart in Infancy." Arch. f. Kinderheil-

kunde, ix. 4-5 ; also in Rev. Mensiielle des Maladies de I'Enfance, 1888, p. 515.
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STANLEY'S CASE OF PATENT URACHUS,

WITH OBSERVATIONS ON URACHAL CYSTS.

BY

X ALBAN DORAN, F.E.O.S.

Wheist preparing—a year since—a memoir based upon a case in

my own operative practice,^ I was struck by a certain resem-
blance between Specimen 2419 in the Pathological Collection

in the Museum attached to St. Bartholomew's Hospital and a

report of a case under the late Mr. Stanley's care, published

by him in the third volume of the Transactions of the Patho-
logical Society of London. There is no mention either of that

report, or even of the bare name of Stanley, in the note on No.

2419 in the Museum Catalogue, but that valuable publication,

on the other hand, names Savory as the describer of the speci-

men, and refers us to the second volume of the first part of the

Transactions of the Abernethian Society
;

yet in those now-

venerable archives I find no note either of Mr. Stanley or of

his report.

After a troublesome search amidst original documents, in

which labour I was greatly assisted by Dr. Morley Fletcher,

I have come to the conclusion that the two cases are identical.

As the subject specially concerns St. Bartholomew's Hospital,

and is interesting in itself, I think that a copy of the aforesaid

documents ought to find a place in the Reports, so as to save
trouble to those who may work in future at diseases of the
urachus. Otherwise the copies of the documents in my posses-

sion would remain forgotten in my note-books. This statement
requires a little further explanation. The contribution which
I prepared for the Royal Medical and Chirurgical Society was
not a treatise on diseases of the urachus, but a clinical paper
on true urachal cysts. I briefly sketched, however, allied affec-

1 A Case of Cyst of the Urachus, with notes on Urachal and so-called "Allantoic
Cysts" (Medico-Chir. Trans., vol. Ixxxi. 1898). This paper includes numerous
references.
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tions, such as uraclial fistula and patulous urachus, and this

sketch involved some notice of Stanley's case. In looking up
that case, I came across the dijfficulties above noted, whilst, after

all my trouble, I had to content myself with a short statement

of the discrepancies in the original documents. Whilst, then,

there was no place for a full copy of the documents in my
memoir on cysts of the urachus, I think that such a copy
is suitable for insertion in the St. Bartholomew's Hospital

Eeports.

I will therefore begin by comparing the documents. After-

wards I will say something on the study of the urachus and
its diseases.

By " the documents " I mean

—

(i.) The original report, signed by Stanley, in the Transac-

tions of the Pathological Society, vol. iii. p. 127.

(2.) The note on No. 2419 in the Museum Catalogue.

(3.) The original MSS. report on Stanley's case, written by
Dr. Kirkes, as "transcribed from Mr. Stanley's private notes."

(4.) The report of the exhibition of No. 2419 at a meeting
of the Abernethian Society. As in (2), the only name men-
tioned is that of Savory.

(i.) From the first to the current volume of the Transac-

tions of the Pathological Society, I find no contribution devoted

to patulous urachus or urachal cyst. The paper in vol. iii.

to which I refer is headed " Polypous Excrescences of the

Bladder," without any mention of patulous urachus. The
latter condition is, however, noted in the Society's Index to

vols, i.-xv. as " Pervious Urachus," and from this reference I

found out the paper, which I reproduce below.

" Polypous Excrescences of the Bladder.

"These tumours grew from the mucous membrane of the

bladder of a male child, aged two years. The child had for

several months suffered from irritation in the bladder; the

character of the symptoms being such as to lead to the sus-

picion of the existence of stone ; and in consequence repeated

examinations of the bladder, by the sound, were made, but no
stone discovered. About a month before death^ the walls of

the abdomen, through the hypograstic (sic^ region, became
tense and acutely painful, and at a point just below the

umbilicus, fluctuation being, after a little while, discovered, a

puncture of the integuments was here made ; from the aperture

there issued first some fluid resembling urine, and then about
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two ounces of pus. From this time to the child's death the

whole of the urine was discharged through the opening in the

abdominal walls, none passing through the urethra ; but this

was accompanied by gradual sinking of the vital powers.
" On examining the body, numerous soft, membranous pedun-

culated growths from the mucous membrane of the bladder

were found projecting into, and in great part filling its cavity.

An abscess had formed between the recti-muscles and peritoneal

lining of the abdominal walls. This abscess extended from the

umbilicus downwai'ds to the fundus of the bladder. The tube

of the urachus was pervious, and it opened into the cavity

of the abscess ; whilst at its upper part the abscess communi-

cated with the aperture which had been made by puncture in

the abdominal walls. The kidneys were much hypertrophied.

—

Mr. Stanley, May 6, 1851."

This report has seldom if ever been quoted. It is otherwise

with the Catalogue note of the specimen in the Museum, which

has quite recently been referred to by Mr. John Morgan .^

(2.) Hence I have introduced the Catalogue note here

—

''A Descriptive Catalogue of the Anatomical and Pathological

Museum of St. Bartholomeivs Hospital.

"2419. A bladder laid open by vertical incision through its

anterior wall. A pedunculated growth is attached to its inner

surface, stretching transversely across the fundus of the bladder,

immediately behind the apertures of the ureters, which are

much dilated. The mass is attached at either side, but free in

the centre, and was so situated that it might lie forward over

the urethral orifice, or be propelled in that direction when
attempts were made to void the urine. The tumour, irregularly

lobulated, consists of a fine filamentous structure, scattered

through a granular substance, and invested by a quantity of

tesselated epithelium. The walls of the bladder are much
thickened. At its upper surface the cavity of an abscess com-
mences and extends to the umbilicus, but no communication
can be traced between the two, although the urine continued

to escape by the abscess up to the time of the child's death.

The small papilla close to the vesical termination of the

abscess is all that appears of the urachus. A bristle passed

some way down it, but could not, without violence, be forced

into the bladder.

1 "Lettsomian Lectures," Lecture IIT., Lancet, March 12, 1898, p. 710.
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" From a child who had suffered for eight weeks from
extreme pain during micturition, presently followed by severe

pain in the abdomen. A swelling formed about the umbilicus,

softened, and was opened with a lancet, some healthy pus

escaping. Urine began to dribble away from this opening,

scarcely any escaping from the natural channel. The child,

after lingering in a wretched state for some days, died. The
case is described by Mr. Savory in the Transactions of the

Abernethian Society, Part I. vol. ii."

Thus the late Sir William Savory bears the honour of

having investigated this specimen. The note further suggests

that he was the operator. We will now turn back, however,

to another document by Stanley, where we indeed iind a junior

coadjutor, but he was not Savory, but Kirkes, so familiar to the

student of physiology.

(3.) Let it be remembered when the following note is com-
pared with (i) and (2), that (2) has been re-written by later

curators of the Museum, and that is the reason why we do not

find the antiquated expression " polypous excrescences.'"' On
the other hand, (i) and (3) having been written under Stanley's

superintendence, there has been no corruption of text for the

benefit of science in accordance with advanced ideas in pathology.

Corruption of text, though one of the worst of literary sins, is

often an absolute necessity in science ; but in the present case

we have more to do with literary than with scientific evidence.

From the MSS. "Reports of Cases in St. Bartholomew''s Hospital

^

vol. V. p. 485.

"Case XCVII.—{No Name), age 2.

—

Disease— Polypous
excrescences growing from the mucous membrane of the

bladder in a child. For several months the child had suflPered

from symptoms of stone in the bladder. I (Mr. Stanley)

sounded it, but discovered no stone. The symptoms of irrita-

tion of the bladder continued, with no abatement, through the

next month, then there occurred an extremely painful tension

of the parietes of the abdomen, through the hypogastric region.

When my attention was first directed to this condition of the

abdomen, I thought its cause might be an over-distension of

the bladder ; accordingly, I introduced a catheter and found
only a small quantity of urine in the bladder. The pain and
tension of the walls of the abdomen were soon afterwards

accompanied by a fluctuation just below the umbilicus. Accord-

ingly, I here punctured the integuments, and from the opening
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there issued first some fluid of the appearance of urine, then

about two ounces of matter. From the opening urine con-

tinued to flow so freely, and in such quantity, that the whole
of it took this course, none passing by the urethra. From the

time the opening in the abdominal walls was made, the child

gradually sank, and in a few weeks afterwards died.

" On examining the body after death, the bladder was found
much hypertrophied in its muscular and mucous coats. Its

cavity contracted, and more than half-filled by a mass of soft,

polypous excrescences of the bulk of a walnut, this mass being
made up of many pendulous projections from the mucous
membrane of the bladder, especially around its neck. These
projections were of a rounded figure, varying from half an inch

to one inch and a half in length, and about the thickness of a

quill. Their free surfaces were smooth, and apparently con-

tinuous with the mucous membrane of the bladder. The
opening in the abdominal walls led to an abscess between the

recti-muscles and the peritoneum. At the lowest point of this

abscess the end of the urachus was seen projecting from the

fundus of the bladder.
" The tube of the urachus was free to the bladder, but no

passage could be clearly traced from the urachus through the

coats of the bladder into its cavity. The right kidney was
twice its natural size, with deposits apparently of urine in its

interior. The left kidney was also hypertrophied, being about
one-third larger than natural."

" Mr. Stanley remarks, ' There can be no question respecting

the order of the phenomena in this case. The polypous growth
in the bladder, especially around the neck, would obstruct the

flow of urine into the urethra, and thus give rise to the symp-
toms of stone. The bladder thus rendered irritable, and called

upon to make more than the usual efforts for the expulsion of

urine, became hypertrophied. Then, as a further consequence
of the obstruction to the exit of urine from the bladder, the

urachus re-opened. The further explanation of the pheno-
mena must be conjectured, with, however, but little doubt of

their correctness, to the following effect—that the urachus
re-opening, as it has done in other instances of obstruction,

from any cause, to the exit of urine from the bladder, that

thus becoming distended with urine, it (the urachus) had given

way, permitting the escape of urine into the cellular tissue

between the recti-muscles and the peritoneum, hence the

formation of the abscess which I opened, and through which
the urine passed to the opening in the parietes. The only

difficulty or hitch in this explanation occurred in the not find-
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ing the continuation of the tube of the urachus through the

coats of the bladder into its cavity. Although great pains

were taken to discover this channel, it could not be found.

Still, however, I am convinced of its existence as the outlet

of the urine from the bladder into the cavity of the abscess

in the abdominal parietes, and thence through the outward
opening just below the umbilicus. It should have been noted
that the ureters were much dilated, but otherwise unaltered.'

—

Transcribed from Mr. Stanley's private notes.— W. S. Kirkesr

(4.) But turning back to Savory, we find that in the written

archives of the Abernethian Society his name alone is associ-

ated with the case. Thus manuscript and printed evidence

are equally divided between the two great St. Bartholomew's
surgeons.

From " Transactions of the Aberjuthian Society,'" Vs^rt I. vol. ii.

This is the report of a meeting of that Society, held on
October 30, 1850, Mr. Luther Holden, President, in the chair.

As Dr. Morley Fletcher pointed out to me, the date is five

months later than that of the reading of Stanley's paper before
the Pathological Society (May 6th).

"Mr. Savory related the particulars of a case of polypus of

the bladder. The President observed that in the case here

related there was no passage discovered between the bladder
and the urachus, although urine had escaped during life from
the umbilicus. The Secretary related the particulars of a

similar case recorded by the late Mr. Crosse of Norwich."
A short but expressive note. Oace more, in an original

document, we find such a term as "polypus of the bladder."

Observe that the age is only given in (i) and (3), both Stanley's

reports.

There can be little doubt that specimen 2419 is from
Stanley's case. There are a few discrepancies in the above
reports, but they tend to show that (2) and (4) were less per-

fect clinical records, as there is no mention about suspicion of

stone and sounding, as in (i) and (3). In (2) the patient is said

to have died '• some days " after the incision was made, but
according to Stanley's report (3) he survived for " a few weeks ;

"

most probably the error is in (2). In (2), however, as well as

(i) and (3), it is recorded that there was a patulous urachus
which opened into the abscess, so that urine entered it from
the bladder, and that the urine escaped from the incision made
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surgically at or near the umbilicus, and not, we may presume,

before Stanley used the knife. In other words, the umbilical

end of the urachus was not jDreviously patulous. Mr. Hoiden's
observation in (4) gives the reader an opposite impression, but

most probably his remarks have been carelessly abbreviated,

so that " after incision " should have followed the words " from
the umbilicus." All the reports, however, agree that there

were morbid growths in the bladder, and Stanley in (3) agrees

with (2) and (4). Thus though urine flowed though the incision

before death, no passage could be clearly traced from the

patulous urachus through the coats of the bladder into its

cavity. He does not, by the way, distinctly state this fact

in (i), but (3) is evidently the fuller report. I shall dwell

presently on this remarkable phenomenon, which has been
observed more than once, and must be remembered when a

true urachal cyst is treated by operation. The above discre-

pancies, I need only say at present, are insufficient to prove

that the four documents do not refer to one and the same
case. Two cases so very similar would hardly be seen within

five months even in a great hospital. The specimen must
have been exhibited by Savory at the Abernethian Society on
Stanley's recommendation or permission.

A few remarks on diseases of the urachus in general may
not be out of place.

The comparative anatomy and embryology of the urachus

are well known. On the other hand, many statements relating

to the anatomy of the human urachus have been taken too

much upon trust. In the same manner urachal fistula has

been well studied, and clinical records of that condition seem
usually accurate, whilst the most extravagant legends (for they
can hardly be called clinical histories) are extant in relation to

urachal cysts.

The Ukachus in Man.

The Sheath.—We were taught in Gray's "Anatomy" (5th

edition), that the summit of the bladder " is connected to the

umbilicus by a fibro-muscular cord, the urachus." Farther on
we learn that the " urachus is the fibro-muscular cord already

mentioned, extending between the summit of the bladder and
the umbilicus. It is broad below at its attachment to the

bladder, and becomes narrower as it ascends."

This teaching is not strictly accurate. Gray speaks of the

sheath of the urachus as though it meant all that is understood

by the word " urachus," and says nothing about its canal.
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So we were taught thirty years ago. In the 14th edition

o£ Gray's "Anatomy" I find the following paragraph on the

subject :

—

"The urachus is the obliterated remains of a tubular canal

which exists in the embryo, and connects the cavity of the

bladder with a membranous sac placed external to the abdo-

men, opposite the umbilicus, called the allantois. It passes

upwards from the apex of the bladder between the trans-

versalis fascia and peritoneum to the umbilicus, becoming
thinner as it ascends. It is composed of fibrous tissue mixed
with plain muscular fibres. On each side of it is placed a

fibrous cord, the obliterated portion of the hypogastric artery,

which, passing upwards from the side of the bladder, approaches

the urachus above its summit. In the infant at birth, it is

occasionally found pervious, so that the urine escapes at the

umbilicus, and calculi have been found in its canal."

Here, as in earlier editions, the sheath is described as the

canal. Luschka many years ago distinguished the canal as the

essential part of the urachus. The expression "obliterated

remains " is at variance with Wutz's careful researches, which

seem to show that the canal is, as a rule, partially pervious.

The allusion to the allantois is misleading, giving the idea

that the urachus is something quite different from the allantois.

At page 86, in the same edition, the relations are described

correctly—" A portion of the allantoic vesicle within the body-

cavity is eventually destined to form the bladder, while the

remainder forms an impervious (?) cord, the urachus, stretch-

ing from the summit of the bladder to the umbilicus."

Nevertheless, the sheath is the most essential part of the

urachus in the human adult. Its upper part is chiefly ten-

dinous, its middle and lower third mainly muscular. The
great majority of the muscular fibres, all of the plain variety,

run vertically. Two microscopical drawings of the sheath of

the urachus will be found in my contribution published in the

eighty-first volume of the Medico-Chirurgical Transactions.

This fibro-muscular cord may, it seems, be the primary seat

of a new growth. One very distinct case has been reported,

but from some reason not very clear, it is usually classified

with cysts of the urachus in text-books.

I will reproduce here the original report :

—

" Dr. Aveling exhibited a sub-peritoneal tumour which grew

in the anterior abdominal wall, and reached from two inches

above the umbilicus to the pubes. It was removed post-mortem,

the patient having died after an exploratory operation."^

1 Brit. Gynsec. Journ., vol. ii. 1887, p. 56.
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According to Mr. Bland Sutton's report,^ this tnmour weighed
four pounds and three-quarters. It was multilocular, the outer

part was made up of unstriped muscular fibres, the inner of

spindle-cells, with loculi formed by mucoid degeneration. The
tumour is figured. There is no report of its connection with

the bladder, but Mr. Sutton informs me that it was certainly

part of the urachus. In fact, there seems little doubt as to its

origin and nature. It was a myo-sarcoma of the sheath of

the urachus.

Thus, on the authority of Sutton, a myo-sarcoma of the

sheath of the urachus has been observed. On the other hand,

it is doubtful whether a myxo-sarcoma of the urachus has ever

been seen. Specimen 417B in the Museum of the College

of Surgeons shows a large myxo-fibroma (or myxo-sarcoma)
attached to the apex of the bladder of a male child aged
sixteen months. "The tumour," says the Catalogue, "probably
originated from the urachus." Mr. Targett has, however,
revised the Catalogue, and asks for the erasure of this sentence.

He writes to me that the tumour "originated from the peri-

cystic connective tissue, and happened to be at the apex of the

bladder. There is not the slightest reason for attributing it

to the urachus. No doubt that structure was destroyed by it.

I have seen two other similarly placed sarcomata of the bladder

in children, beside the cases given in my paper. Indeed, any
part of the extra-peritoneal cellular tissue may become the seat

of these soft myxo-sarcomata in children, and their relations

to viscera are thus accidental."

The case in question was under the care of Dr. Lauder
Brunton, and the necropsy was made by Dr. Leonard Guthrie,

who informs me that the tumour " was seen to be connected
with the upper part of an elongated but seemingly normal
bladder. The remains of the right hypogastric artery coursed
up the side of the bladder, and ended in the mass above." A
short notice of this case will be found in Mr. Targett's mono-
graph, " On Sarcomata of the Bladder and their Classification." ^

The experience of so sound a pathologist as Mr. Targett

must warn us against making too sure of the seat of origin

of any large solid tumour in the region of the urachus. Mr.
Sutton's m?/o-sarcoma, on the other hand, is very probably a

tumour of authentic urachal origin.

The Canal of the Urachus— Wutzs Valve.—In 1883 a pains-

taking German anatomist examined seventy-four post-mortem
subjects, and found that the canal of the urachus is, in part

^ Brit. Gynsec. Journ. , vol. ii. 1887, p. 187.
2 Trans. Path. Soc, vol. xlvii. p. 311, second paragrapli.
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at least, constant, epithelial lining and all.^ In twenty-four

there were distinct cystic dilatations of the urachus, and in

two of these cases the cysts had suppurated owing to septic

disease elsewhere.

Wutz found that the tubular epithelial portion of the urachus

normally continues growing up to about the twenty-fifth year,

the canal becoming wider. It does not grow so fast as the

adjacent structures, so that, as the subject grows older, its

upper limit recedes from the direction of the umbilicus. The
epithelium, irregular in form, is stratified below, but reduced

to one layer above.^ In the sub-epithelial connective tissue is,

according to Wutz, a layer of plain muscle-cells. It is most
probable that the muscular capsule of a urachal cyst is de-

veloped from this layer, rather than from the sheath.

The most important discovery for which we are indebted to

Wutz is the existence of a transverse valvular fold at the

vesical orifice of the urachal canal. It is of high pathological,

clinical, and surgical importance, and deserves to be distin-

guished as Wutz's valve. The phenomenon of the escape of

urine into the urachal canal, when there is obstruction to the

exit of urine from the urethra, as in Stanley's case, the subject

of this paper, seems to imply that there is such a valve, and

that it can be forced. The same fact seems further established

by the sudden escape of urine from a surgical incision made
into a true cyst of the urachus, when at, and for some time

after the operation there was no evidence of any urine entering

the cyst.

I cannot say, however, that the anatomy of Wutz's valve has

been satisfactorily determined. Ample material is at hand at

St. Bartholomew's Hospital for thorough research into the

anatomy of the human urachus. I should rejoice to study the

record of good work done in such a field. At present, we must

content ourselves by agreeing that a urachal canal may exist,

and that something certainly prevents urine from entering that

canal from the bladder, though occasionally it fails to do so.

That Wutz is right in making out that that something is a

valvular fold of mucous membrane there can be little doubt.^

^ "Ueber Urachus und Uracbuscysten," Virchow's Archiv, vol. xcii. 1883, p. 387.

2 Want of space forbids me from dwelling on the epithelium of the urachus

and its cysts.
3 "On inspecting the inner aspect of the vesical mucous membrane at the point

where the urachus begins, it will be seen, in most cases, on stretching the tissues

a little, that a funnel-shaped depression exists, at the apex of which is a narrow
opening." In two of "Wutz's seventy-four cases there was no opening; in twenty-

one the orifice seemed closed, but a bristle could be passed from the urachus into the

bladder. In fifty-one the bristle could be introduced through the opening in the

vesical mucous membrane into the urachal canal ; but even in these cases there was

a certain resistance, as though there were a valve over the narrow opening, " which
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Cannot that little be cleared away by our demonstrators,

registrars, and pathologists ?

The valve, or whatever it ought strictly to be called, explains

how, in Stanley's case, " in consequence of the obstruction to

the exit of urine from the bladder, the urachus re-opened."

Stanley's experience is not unique.^

Urachal Fistula, Complete and Incomplete.—The complete

form, includes all cases where the canal of the urachus is not

only open throughout, but also opens into the bladder below,

and on the skin of the umbilicus above. The incomplete form,

where the umbilicus is not patulous, but the dilated canal

opens into the bladder, includes Stanley's case. This variety

is closely allied to another condition, true cyst of the urachus

communicating with the bladder. The two conditions cannot
always be distinguished, for leakage of urine may certainly

dilate the urachal canal till it forms a true cyst, whilst a cyst

may develop in the urachal canal, and afterwards communicate
with the bladder.

The most typical example of complete urachal fistula is

Paget of Worcester's " Case in which the Urachus remained
open, and a ring-shaped Calculus, formed on a hair in the

Bladder, was extracted through the Umbilicus." ^ Many other

instances of complete fistula have been recorded.

Stanley's case is a good sample of the incomplete variety.

The patient was very young, and it is just in such cases that

we find evidence that the urine forced into the urachus from
the bladder is the primary, direct, and indeed sole cause of

the dilatation of the urachus.

Among the cases doubtful in the sense explained above,

I may note George Morgan's, where the patient was a boy aged
five, and David Newman's of Glasgow, where the patient was a

man aged thirty-nine.^ In both cases the cyst was incised and
drained, in both urine escaped for awhile from the incision, and
in both the incision ultimately healed. Judging from the facts

of each case, the cyst in the first instance was most probably
developed through the entry of urine into the urachus abnormally
patulous at its vesical extremity. This condition might explain

the second, though it is also probable that a cyst developed in

the urachus, and acquired a communication with the bladder

seemed to be formed by a transverse fold of the mucous membrane." Dr. Leonard
Guthrie observed a "slight dimple or depression,^' indicating inside the bladder
the site of a urachus otherwise obliterated (Case of Congenital Deficiency of the Ab-
dominal Muscles, Trans. Path. Soc, vol. xlvii. p. 139).

1 Here I must note that diverticula of the bladder near its apex must be distin-

guished from patulous urachus.

p Med. Chir. Trans., vol. xxxiii. 1850, p. 293.
^ Cyst of Urachus, Glasgow Med. Journ., vol. xliv. 1896, p. 20.
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afterwards. Bryant records a very similar case in a man aged
thirty-five.

Cystic Dilatations and Tu7nours of the Urachus.—There can

be no doubt that urine may escape out of the umbilicus through
a urachal fistula, and that if the umbilicus be closed, it may
dilate the urachus into a cyst, as in the examples above dis-

cussed. There also can be no doubt that primary dilatations

of the urachal canal are not rare, and that they may never
communicate with the bladder, even when they develop into

formidable cystic tumours.

Cystic dilatations are common in men, and have been seen

in many mammals where the parts concerned are homologous
to those in man, that is to say, where the segment of allantois

included within the body of the embryo is differentiated into

urachus and bladder. In the course of my own operative

practice I have seen many such dilatations. As a rule, they

are elongated and not very wide, representing a short track of

unobliterated canal. Sometimes they appear as sjDherical cysts

from the first, and, as Wutz has shown, several cysts may be
found in the same urachus, looking like a row of beads. This

accounts for the multilocular urachal cysts sometimes met
with. In the case where I was the operator, the lower loculus

was so well developed that I took it for the bladder, until the

catheter was passed and found to lie completely behind and
below the loculus.

There is, therefore, no difficulty in understanding how a

cystic tumour of the urachus may develop. Wutz was scep-

tical about large tumours described as urachal being really

developed from the urachus at all. Here he went rather too

far; but it cannot be doubted that others have been much too

credulous.

Wutz showed conclusively that Hoffmann's tumour, in which
fifty litres of fluid were found after death, was not extra-

peritoneal, whilst the urachus was quite separate from it.

Two other cases described by Hoffmann were clearly not

urachal cysts. Heinecke's "urachal cyst" was an encapsuled

jDeritoneal exudation. Roser's case was very obscure, Wolft"s

cyst was preperitoneal, and enucleated from the hypogastrium
and left iliac fossa of a woman. Most likely it was an ovarian

or broad-ligament cyst which had burrowed under the perito-

neum.
Wutz detected the errors in the statements of the above

observers, who thought that the cysts which they described

were urachal. Hence his scepticism. Yet he is often quoted
at second-hand as though he believed that the cysts were
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urachal. Even now the surgeon who opens an encysted dropsy,

and fails to recognise the diseased, thickened parietal perito-

neum, is too apt to think that he has incised a urachal cyst.

On the other hand, Tait, 111, Douglas, Bryant, Rotter, and
myself have operated on cysts where anatomical relations, and
even more reliable evidence, have shown that they were in all

probability of urachal origin. In some cases the urachal cyst

has been enucleated from the parietal peritoneum, which in-

vested the whole of its posterior aspect. In most, the rela-

tions to the bladder and to the peritoneum and viscera were
evident. In several, as in my own, the wall of the cyst was
found to contain a regular layer of plain muscular fibres be-

longing either to the sheath, or more likely to the sub-epithelial

connective tissue of the urachus.

The nature of the remarkable cysts described by Lawson
Tait in 1887 remains conjectural.^ He found enormous collec-

tions of fluid invested by a wall "as thick as sole -leather

"

(Byron Robinson). This wall was said in some cases to invest

the pelvic viscera and lower abdominal viscera in place of the

peritoneum. He suggested a theory to explain this appear-

ance, or rather his interpretation of this appearance. The
allantois, he believes, remains entirely enclosed within the

foetus. The lower viscera posh forward and make for them-
selves a serous investment of the allantois, so that there are

allantoic broad ligaments and recto-uterine and utero-vesical

pouches.

In the contribution to the " Medico-Chirurgical Transac-
tions," to which I referred at the beginning of these notes,

I entered into this remarkable subject at great length. I

showed that Mr. Lawson Tait and Dr. Byron Robinson both

admitted that this " allantoic cyst " doctrine was purely a theory
which they had never proved by post-mortem evidence. I also

showed that there were insuperable objections to the theory.

Thus the cyst-wall, "thick as sole-leather," which invested

the pelvic viscera, was most likely peritoneum altered by tuber-

cular disease. In operating upon patients afflicted with that

malady, I have frequently seen a membrane "thick as sole-

leather " occupying the site of the parietal and visceral peri-

toneum.
In fact, most of Mr. Tait's cases were examples, I suspect,

of the ascitic type of tubercular peritonitis, or of encysted
dropsy from some other form of j)eritonitis. The inflammatory

1 See Tait, "Twelve Cases of Extra-Peritoneal Cysts," British Gynfecological
Journal, vol. ii. 1887, p. 328; and Byron Robinson, "Cysts of Urachus," Annals
of Surgery, vol. xiv. i8gi, p. 337.
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process had ceased, but the effusion for some reason was not

absorbed. The after-histories of these cases are very defective.

One or more were possibly urachal cysts developed from the

urachus properly so called.

Mr. Tait was unable to be present and join in the discussion

when the paper was read. In a letter written to me a month
later he admitted that his theory was not proved, but insisted

that my own theory was untenable. He remarked that I over-

looked the fact that mature hair follicles were detected by
the microscope in sections of the cyst-wall in one case. This

I admit. But this fact suggests that the cyst was a universally

adherent ovarian dermoid, or a dermoid tumour developed from

some other abdominal organ. Bland Sutton detected fat like

omentum in the contents of one of Tait's cysts. Free fat

suggests dermoid cysts, whilst if it were really omentum the

cavity must have been intraperitoneal, not the interior of a

dilated urachus or allantois. Mr. Tait has recently operated

on two or more similar cysts with excellent results. Here I

must add that incision alone, or incision and drainage, cures

the true urachal cyst, and very often, for reasons never made
clear, cures cases of chronic tubercular peritonitis.^ The
effusion does not recur, and the uterus, previously fixed, soon

becomes perfectly movable.

Surgical Treatment of Urachal Cysts.—In conclusion, let the

surgeon when he comes upon a cystic tumour closely associated

with the abdominal wall be sure of its relations. Parietal

peritoneum may be so altered by chronic inflammation as to

be easily mistaken for a cyst-wall. To take an encysted dropsy

for a urachal cyst is not serious for the patient, as drainage

cures both. On the other hand, whether a true urachal cyst

be recognised or not, it is apt to degenerate into a urinary

fistula, even when there is no communication with the bladder

at the time of the operation. Hence the operator must be

vigilant about after-treatment in cases where he opens or

removes cysts closely related to the abdominal wall below the

umbilicus. Ill, of Newark, New Jersey, describes a case where
the surgeon overlooked this possibility. The patient came
under Ill's care for a very bad urinary fistula.

When a urachal cyst is recognised and can be enucleated

from the parietal peritoneum behind it, the detached serous

membrane often requires trimming, as it is apt to slough.

Care must be taken not to wound the bladder; sometimes a

1 I find that it is best not to drain. In one case, where I operated and drained,

there was discharge of cheesy material for months, though the patient got well at

last. Without drainage convalesL-ence is speedy.
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portion of that organ has to be excised with the cyst. Rotter

removed a tumour of the vesical mucous membrane together

with a cyst of the urachus.

There was an instructive discussion on the treatment of the

detached peritoneum at a meeting of the American Associa-

tion of Obstetricians and Gynaecologists in 1 897 ; it is published

in that Association's Transactions, vol. x.^ Dr. Vander Veer
advocated bringing down the omentum and stitching it to the

peritoneum, the vitality of the latter being thus ensured. Ill

believes that enucleation of a urachal cyst from the peritoneum
is dangerous even when feasible, and prefers incision and
drainage, which answered very well in my own case. In one
of his own patients there was a short track of patulous urachus

between the cyst and the bladder. He wisely treated this

track as though, it were a vermiform appendix, cutting it very
short, turning in the cut edges, and closing it with a Lembert
suture. Simple ligature might have been followed by urinary

fistula, as the ligatured mucous membrane would not have
healed. Reed, of Cincinnati, was unable to enucleate a urachal

cyst completely in two cases. He cut away much adherent
peritoneum, and, to secure approximation of the edges, he
separated the serous membrane for two inches behind the
margin of the abdominal wound, and then made the edges
meet without tension. He lays stress on uniting the peri-

toneum thoroughly, so that two broad surfaces of endothelium
meet. This guards against urinary fistula. Macdonald, of

Albany, and Gushing, of Boston, did not dread leaving the

detached peritoneum. The same thing was done in nephrec-
tomy and ligature of the common iliac artery. Douglas's case

more probably died of sepsis from the fluid in the cyst than
from sloughing of the peritoneum.

1 This volume was published aftei- the appearance of my memoir on a case of

cyst of the urachus.
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In the year 1887, when " The Operative Surgery of Malignant
Disease " was published, I had not sufficient material of my own
from which to draw results of any considerable value, and I

was therefore obliged to analyse the statistics furnished by
English and foreign surgeons, and to draw from them the con-
clusions which were expressed in the various chapters of the
book. I ventured to express opinions on the subject of the
operative treatment of cancer of the breast which differed in
some important respects from the teaching of the more ad-
vanced surgeons at that time. My opinions have been quoted
at intervals, and, worse, the opinions I was supposed to have
held have been stated in books and papers, and I have been
consequently spoken of as the advocate of partial operations.

In truth, in addition to the desire to exhibit as truthfully,

and on as large a scale as possible, the results of operations for

malignant disease in many parts of the body, the leading theme
of the book was that the operation should be adapted to the
nature and condition of the disease in each part of the body,
so far as our knowledge would permit us to do so ; and that
the operation should not be dictated by theoretical considera-
tions, unless these were founded on the most careful observa-
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tion. I particularly combated the teaching of Mitchell Banks

and S. W. Gross, who were accustomed to advocate the re-

moval of the entire breast in every case of cancer, of all the

integument over the breast, of the fascia over the muscle, and

of the contents of the axilla, whether they appeared to be

diseased or not. Banks certainly furnished far better results

than any other surgeon at that period, so far as freedom from

recurrence is concerned. For whereas the cures (on the three-

years' limit) due to a large number of operations for mammary
cancer were scarcely more than lo per cent., Banks was able to

boast 15 per cent., a very decided improvement. But as the

mortality in his cases equalled about 12 per cent., I objected to

his operation as needlessly large and dangerous. And I be-

lieved that equally good results might be procured with much
less danger by the careful adaptation of the operation in each

case to the disease, as I conceived it to be at that time.

My conception of cancer of the breast, as I knew it then,

was that it consisted in an alteration in a certain part of the

breast ; that it spread locally from that part as from its centre,

and always spread farther than the naked eye or touch could

distinguish ; that it affected the integument immediately over

it, and again spread in all directions from that point ; that

some juice or material which could not be perceived was car-

ried after a time to the lymphatic glands, and was capable of

originating similar disease in the glands ; but that the lym-

phatics between the primary disease and the glands were in

most cases free from the disease, and that the glands might

entirely escape infection if the disease was very slow in pro-

gress, or was removed at a sufficiently early period.

With this in mind, I recommended and carried out an opera-

tion in which the tumour became, as far as possible, the centre

of the operation, without reference to the remainder of the

breast. The disease and about an inch of the surrounding

tissues in every direction were removed ; the fascia beneath

the tumour and a part of the muscle were taken away, if the

disease had nearly approached the fascia ; and the axilla was

cleared out only if the glands were enlarged, or if there were

suspicious fulness. I fully believed that such an operation

would do quite as much for cancer of the breast as any larger

operation which did not take the disease as its centre, and I

felt equally sure that it would be far less dangerous.

For some years past I have been conscious that I have not

reckoned up and published my results as I undoubtedly ought

to have done ; and I can only excuse this neglect on the

plea of the large amount of work I have done, and the difE-
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culty of discovering the final results of operations practised

years ago.

Several causes have at length combined to rouse me to the

duty of giving an account of my work. First, the necessity of

preparing a second edition of "The Operative Surgery of

Malignant Disease," which very much requires to be brought

up to the present date, both in the matter of material and of

opinions. My own views have, naturally, been considerably

modified during the last twelve years, and are often very diffe-

rent from those which are expressed in the first edition. Also,

the necessity for defending myself against the charge of advo-

cating partial operations, which has been interpreted " incom-
plete " operations ; and the desire to give greater publicity in

this country to what is called Halsted's operation, the extent

and exact limit of which is still but imperfectly understood

here. I am very pleased, too, to take the opportunity of

criticising my own work, as I have criticised that of others, and

to be able to acknowledge the errors into which I have fallen,

and the means which I have since taken to repair them.

Even with the best intention, I should never have had the

courage to attempt to discover the results of so large a number
of cases in hospital and in private practice, beginning so far back

as the year 1880, had I not found an admirable assistant in my
former Ilouse-Surgeon, Mr. J. Preston Maxwell, to whom I

cannot express my thanks too warmly. Those who have been
accustomed to trace former patients will appreciate the

thoroughness of his work when I say that he has traced ninety-

six out of ninety-eight hospital patients, although only seventy-

four of these are available for this paper, because the total

number contains several cases in which the first operation was
not performed by me, and a far greater number who have been
operated on since the end of 1895. My reason for only carrying

the inquiry up to the end of 1895 is that every patient will, by
the time this paper is published, be qualified for consideration

on the three-years' limit, which we are all agreed should elapse

before she should be claimed to have been cured. For my own
sake, I should like to have carried the cases up to the end of

1897, but I am sure it is better that it should close with the

cases treated up to the end of 1895, ^o^ the reason I have stated.

My private cases I have looked up with such success that I have
traced all but one of them. Altogether there are 1 29 different

patients available for this paper, and only three of them are at

present untraced. Of the time, trouble, and expense of such an
inquiry only those can judge who have made a determined

effort to discover the further history of their patients. As I
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regard sucli inquiries as very important for the future of the

operative surgery of cancer, it may not be out of place if I state

shortly the means through which they are successfully con-

ducted.

The Hospital patients are first collected from the operating-

theatre book, in which each surgeon signs his name against

the operation he has performed. The full name and address of

each patient is then obtained from the admission books in the

Steward's office. Every case is carefully looked up in the Eegis-

trar's notes, and an abstract of each is taken, showing the

duration of the disease before operation, the seat and size and
associations of the tumour, the extent and nature of the opera-

tion, and the immediate results. In a few instances these notes

contain an addendum of the further history of the patient, who
may have presented herself at the Hospital for advice or fur-

ther treatment, and the case may be thus completed. But such

good fortune is rare. The actual work of discovery now begins.

A letter is written to every patient, asking her to come to the

Hospital on a certain day, and a small sum is promised as an

inducement. This has resulted in bringing a really large num-
ber of patients up for inspection, and I have been able to

exhibit as many as ten or twelve to my class in one day.

If the letter is disregarded, and is not returned through the

Dead Letter Office, a second letter is written or a domiciliary

visit is paid. Some patients are thus discovered. But if the

patient is not discovered, or the letter is returned, the next

step is a visit to Somerset House (a suggestion for which we
are indebted to Mr. Christopher Heath, at the somewhat unfor-

tunate discussion at the Royal Medical and Chirurgical Society,

in the course of last winter). The death records are carefully

searched, at the rate of a shilling for each individual. A great

many of the missing names are found there ; and very often

the certificate contains sufficient information to permit the case

to be completed. If it does not, the doctor who signed it is

communicated with, and necessary details are thus procured.

The residue of undiscovered cases forms the greatest difficulty

of alL The patient is, presumably, not dead—unless she has

married since the operation and changed her name, which

happens now and again. Every such patient requires to be

sought out by such measures as Mr. Maxwell is a master of

:

letters to friends and neighbours, visits, letters to doctors,

journeys into the country, &c., &c. All this needs great tact

and patience. But these are the very cases worth the searching

for ; the large majority of them go to swell the successful list.

The only patients Mr. Maxwell has failed to trace are a woman
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who was operated on in 1882, whose name and person have

disappeared completely, and who has not been found in the

death records; and a woman who was treated in 1893, and

whom he still expects to find, for there is every reason to

believe she is not only alive but is working as a servant.

The Private patients, up to a certain point, are comparatively

easy to trace, for the medical man who has attended or sent

up the case affords all the necessary information ; but beyond

that point, they are even more difficult to find than those who
have been in the Hospital. In our private case-books we seldom

set down the Christian name of the patient, especially if she is

married, and the address is sometimes merely a temporary

address. If the medical man does not respond to the first and

second letter, it is very difficult to obtain a reply. Nor can the

patient be directly written to in most cases, for obvious reasons.

However, I have managed to obtain the further history of

fifty-three out of fifty-four cases available for this inquiry,

and I still hope I may hear of the remaining lady, though

I am not very sanguine of doing so. I should like to take

this opportunity of publicly thanking all the medical men who
have so kindly responded to me or to Mr. Maxwell on these

cases, and to say that I should never have summoned up the

courage to ask them had I not been so strongly impressed with

the value which these completed series of operation cases will

have on the future of the operative surgery of malignant

disease.

Division of the Subject.

Mr. Maxwell, in working up the statistics of my Hospital

cases, divided them into several groups ; and the division which

he made appeared to me to be very well adapted to the con-

sideration of the whole series of cases.

Group I—Eemoval of a portion of the breast, either with or

without removal of glands.

Group II.—Removal of the breast (only).

Group III.—Removal of the breast and axillary glands.

Group IV.—Halsted's operation.

It is probable, from later investigations on the anatomy and

extent of the mammary gland, that the distinction between

many of the cases in the first group and those of the third

group is to a great extent artificial. With the most deter-

mined intention to the contrary, it seems almost certain that

even large operations have left behind fragments of mammary
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gland. However, it seems well to ]ireserve the distinction be-

tween the first and third groups, because, in the first group,

there is no question that a part of the mammary gland was

deliberately left behind.

Geoup I.

—

Removal of a Portion of the Breast, either vnth

or ivithout removal of the Axillary Glands.

Total muuber of cases . . . . . 23

In eighteen of the twenty-three cases the glands were re-

moved from the axilla. In most of them the operation was
performed for the removal of disease of limited extent situated

in the far upper or lower part or in the outer part of the breast.

But in several of them it was thus performed owing to uncer-

tainty of the nature of the disease, which was only found to

be cancerous after it had been removed.

The results may be thus tabulated :

—

Died of the operation

Dead or alive with local recurrence .

Died of cancer without local recurrence

JS'ot yet traced ....
Alive and well ....

Total . 23

The mortality is singularly large from the operation itself,

but it is really accidental. In a paper on the year's surgery in

a former volume of the St. Bartholomew's Eeports, I gave an

account of the death of an old woman from repeated small

doses of morphia and opium on the night of the operation,

and the other patient died of acute mania more than two

months after the removal of the disease, when she was well of

the operation itself. But as the attack of mania had occurred

while she was still under treatment for her wound, it would be

unreasonable not to attribute the death to the operation.

Unfortunately, it has not been possible to discover the exact

seat of the local recurrence in the unsuccessful cases, or even

whether it took place in the region of the breast or in the

axilla. Only the fact of recurrence in situ can be declared.

The six cured patients were alive and well at various periods

from three to more than ten years after the operation. As
these have to be compared with a total of twenty-two, the

untraced case being eliminated from the inquiry in accordance

with the rule I have always followed in treating the statistics

of operations, the proportion is about 27 per cent.
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Gkoup II.

—

Removal of the Breast (only).

This group contains ten cases, with the following results :

—

Died of local recurrence ..... 3
Died of cancer without local recurrence . . i

Alive and well ...... 6

Total . 10

The proportion of cured cases therefore reaches the astonish-

ing figure of 60 per cent. The explanation may be found in

the character of the disease removed, which was, in several of

them, that variety of cancer of the breast which we now recog-

nise as duct-carcinoma. Three of the six cured cases were of

this variety, which is obstinate, with a great tendency to recur

in situ if the entire breast is not removed, but which runs a

slow course, and rarely affects the lymphatic glands until it has

existed for a very long period. It does, however, affect the

glands in the same manner as the ordinary varieties of carci-

noma of the breast. I have known it do so in three instances.

The first was the case of an old woman, on whom I operated

many years ago at the Hospital on several occasions for a

primary tumour of a kind I had never to my knowledge seen

before, and for recurrent growths. Her case was read at the

Pathological Society.^ But two years after the case was read

she returned to the Hospital with a small recurrence of the

disease, and with several enlarged and hard glands in the axilla.

She would not submit to an operation for their removal. That
the glands in such cases contain a precisely similar disease to

the primary tumour I have been able to assure myself on two
occasions. I removed the breast and glands of a lady between
forty and fifty years of age for a small tumour which was ad-

herent to the nipple and adjacent skin, and was associated with

enlarged and hard glands in the axilla. It proved on micro-

scopical examination to be a duct-carcinoma, and the structure

of the glands was precisely similar to that of the tumour of the

breast. The case is included in the next group, and falls among
the successful cases.

The other case was also that of a lady, who consulted me in

1 890 for a tumour of the upper and inner part of the breast,

about the size of a broad fig. I removed the breast, and found
that the tumour was a duct-carcinoma. She returned to me in

1892 with two little nodules towards the axilla, and a number

1 Vol. xxxviii. p. 343.
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of small but hard glands in the axilla. I freely removed the

tumours and the contents of the axilla, the glands of which
contained typical duct-carcinoma. This lady figures as one of

the successful cases, for she remains well now, six years after

the second operation.

In the other remaining successful cases the structure of the

disease was that of the ordinary tuberous carcinoma.

Gkoup III., in ivhich the Breast and Lynt'pliatic Glands were

removed, consists of St, cases.

The operation was not performed on any typical design, but
was adapted, as far as possible, to the apparent requirements

of the case. It was, in every instance, very free, including a

large area of the integument, the centre of which corresjjonded

to the centre of the growth. In almost every case the fascia

over the pectoral muscle was removed to about the same extent

as the integument ; and if the tumour approached the pectoral

fascia, a part of the thickness of the greater pectoral muscle

was also taken away. The removal of the contents of the axilla

was performed in the old-fashioned method, rather by scooping

them out than by dissection. And although the tissues lying

between the primary disease and the glands were not methodi-

cally or always removed, they were often in great part removed
;

but the breast and the contents of the axilla were not removed
in one continuous mass.

The tabular statement of the results is :

—

Died of the opeiation ..... 4
Not yet traced ...... 2

Dead or alive with local recurrence . . .39
Dead of cancer without local recurrence . . 16

Dead of other cause within three years of opera-

tion ........ 2

" Dead of other cause more than three year.s after

operation ....... 3
Alive and well ...... 17

Total .... 83

Taking first the deaths due to the operation, they are thus

accounted for. One patient died of acute tetanus (in 1883),
and one of bronchitis three weeks after the operation (in 1881).

I was not attending her at that time, and her medical man told

me her death was due to careless exposure during the dressing

of the wound one cold morning. One lady who was very stout
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and very unhealthy complained of rheumatic pain in the back
several days after the operation. The nurse, without asking

permission or mentioning it, applied a strong mustard poultice

between the shoulders. Ulceration was caused by the mustard
;

an attack of erysipelas occurred around the ulceration, and of

that she died. And the fourth patient died of sepsis after the

removal of an ulcerated carcinoma.

Five patients have died since the operation, two within a few
months, of accident and pneumonia; three, from 3^ to 13
years, of morbus cordis and old age and exhaustion. These
three will therefore be included in the list of successful cases.

The number actually alive and well at the present time is 17,

which, with the three cases just mentioned, makes a total of

20 successful cases, with periods of 3|- to 14 years since the

operation. As two of the 83 patients have not been traced,

and two of them died of other disease than cancer within three

years of the operation, the total number of cases with which
these 20 have to be compared is 79, so that the percentage of

cures is fully 25 per cent.

Complete Eesults of the First Three Groups.

Before proceeding to consider the Halsted operation, I

propose to sum up the results of the operations which were
performed on the lines laid down many years ago, when my
conception of the anatomy and pathology of the disease was in

several respects very imperfect.

The total number of cases is 116, made up of 23 in the first

group, 10 in the second group, and 83 in the third group. In
table the results appear as follow :

—

6

3
51
22

Died of the operation ....
Not yet traced .....
Dead or alive with local recurrence .

Dead of cancer without local recurrence

Dead of other cause within three years of opeia

tion .......
Dead of other cause more than tliree years after

operation ......
Alive and well ...... 29

Total . , . .116

The mortality due to the operation itself has been as nearly

as possible 5 per cent., which will not appear large when it is

remembered that the mortality in 600 cases under the care of
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various surgeons, and published in my book in 1887, was very

nearly 16 per cent. At the time of writing, I judged that

mortality to be unreasonable, and ventured to express the

opinion that a 5 per cent, mortality would be attained in future,

From now, however, I trust the mortality will be smaller,

although, with large operations performed on women often in

poor condition and of advancing age, I doubt whether it is

likely to be less than 3 per cent. A large operation for removal
of the breast and contents of the axilla is not in any respects

less, and is often more severe, than amputation through the

thigh as high up as the junction of the middle and upper
thirds, and usually a good deal more blood is lost. It therefore

cannat be expected that hundreds of such operations should be

performed without an appreciable mortality.

The number of cases in which the disease recurred in situ is

very large, not far from 50 per cent., for the 5 1 cases must
be compared, not with the total of 116, but with 116 less

three patients not yet traced and two patients who died of

other cause than cancer within a year of the operation—in

fact, with III patients. I have included among the recur-

rences in situ those cases in which the disease recurred not

only in the region of the breast and the axilla, but those in

which it affected the supra-clavicular glands, or produced thick-

ening of the sternum ; but I have not included those in which
it attacked the other breast, unless there was also recurrence

in the parts on the same side as that on which the operation

was performed.

The number of patients who died of cancer in the other

breast or in some other part of the body, the liver, femur,

spine, &c., is also considerable, amounting to not far from

20 per cent.

In spite of this, the results, so far as cured cases are

concerned, are extraordinarily good. They consist of 29
patients alive and well, and three patients who died of other

causes than cancer more than three years after the operation,

altogether 32 successful cases. Comparing this with the

total of III cases, the proportion amounts to as nearly as

possible 29 per cent. The various collections of cases referred

to in my book gave only a percentage of about ten cures to

100 patients, but Mr. Mitchell Banks had improved that for his

own cases up to about 1 5 or 1 8 per cent. The present statistics,

therefore, compare favourably with any statistics of opera-

tions for cancer of the breast extending over a similar period,

whether the mortality due to the operation or the successful

cases are considered.
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The duration of cure in the ^2 cases is as follows :

—

From 3



6o On the Besults of Operations for Cancer of the Breast.

Later Eesearches on the Anatomy and Pathology
OF Cancer of the Breast.

My attitude in regard to operations for cancer of the breast

remained much the same until the year 1 894, with the excep-
tion that I grew more in the habit of removing the axillary

contents as a routine proceeding, whether they were in a sus-

picious condition or not. The small mortality from the larger

operation in the later years of the eighties and the earlier years

of the nineties seemed to me to justify it as a precautionary

measure.

But towards the end of 1894 I happened on Professor

Halsted's paper on the " Results of Operations for the Cure
of Cancer of the Breast," &c., in the twentieth volume of

the Annals of Surgery, He had taken for the scientific basis

of his operations the investigations of Heidenhain on "The
Causes of Local Recurrence of Cancer after Amputation of

the Breast," which were published in the thirty-ninth volume
of Langenbeck's Archives (1889). I had overlooked this paper,

and, owing to the many claims upon my time, had not studied

thoroughly another paper on the "Surgical Anatomy of the

Breast and Axillary Lymphatic Glands," reprinted from the

Edinburgh Medical Journal (1892), which the author, Mr.
Harold Stiles, had been so good as to send me.

Halsted's results appeared to me good enough to justify

a thorough reconsideration of the subject, although they had
been published too soon after the performance of most of the

operations to allow of a fair estimate of their value. I there-

fore set to work to study Heidenhain's paper, and later that of

Stiles, in order to see how far the operation fulfilled the patho-
logical requirements of the disease. I need not do more than
give a short summary of the investigations. Heidenhain came
to the conclusion that every mammary gland in which a nodule
of cancer exists is in very wide extent, probably in toto, dis-

eased, and that epithelial cells are carried away over wide areas

in the lymph vessels of the mamma ; that the cancer rapidly

extends backwards towards and into the pectoral fascia, even
when there appears to the naked eye to be a wide interval

between the edge of the tumour and the fascia; and that the

fascia adherent to the muscle and passing in between its fibres

is almost impossible to remove without taking away a part at

least of the thickness of the muscle. The pectoral fascia is

very rich in lymphatics, which are early occupied by metastases

of the cancer. Finally, Heidenhain agreed on the whole with
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the description of the lymphatic system of the breast by Lang-
hans, who found that the lymphatics of the mamma are quite

separate from those of the overlying skin, except where the two
systems communicate through the great lymphatic plexus be-

neath the areola, which receives all the lymph from the breast

below and from the skin above. From this plexus it is con-
veyed to the inferior axillary glands through two large afferent

vessels.

Stiles differed in one or two respects from Heidenhain. Both
investigators were agreed in their view of the difficulty of re-

moving the entire mammary gland by the ordinary method of

operating, especially in thin women, and Stiles drew out a very
different scheme of the anatomy of the breast from that which
formerly existed. But Stiles did not share the view of Heiden-
hain on the general disease of a large part or the whole of the

glandular tissue of the breast in every case of cancer. On the

other hand, he fully concurred with Heidenhain in believing

that cancer-cells are soon and widely conveyed through the

lymphatics of the breast, and particularly towards the pectoral

fascia. The scheme of the lymphatics of the breast drawn up
by Stiles, again, differed in very important respects from that

of Langhans, for he discovered lymphatics containing cancerous
emboli (i) in the connective tissue processes radiating from the

tumour into the surrounding breast tissue or circum-mammary
fat

; (2) in the breast tissue remote from, as well as close to,

the tumour
; (3) in the connective tissue septa separating the

lobules of the circum-mammary fat
; (4) in the so-called " liga-

ments of Cooper," where they often lead to small disseminated
cancerous nodules in the corium; (5) in the retro-mammary
tissue and pectoral fascia. Stiles also made a very important
observation to the effect that " Occasionally the glands above
the pectoralis minor, in the apex of the axilla and under the
clavicle, are diseased, while the pectoral glands are normal.
This points to the probability that some of the lymphatics from
the mamma pass to join the glands at the upper part of the
axilla directly, without entering the pectoral group."

I have never been in the habit of allowing myself to be
rashly led into the performance of extensive operations which
are based solely on theoretical considerations, even when sup-
ported by microscopical investigations, unless the theory was
also supported to a reasonable extent by clinical observations.

When, then, I had read the papers of Heidenhain and Stiles, I

began to consider how far their investigations accorded with
what I had actually seen in practice. In spite of the wide area

of apparently healthy tissues I had removed, in almost all cases,
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around the actual tumour, the numbei* of cases in which there

was recurrence in the breast region (not the axilla) was remark-
able. Certainly many of them were due to affection of the

integument, which was already present before the operation.

But some were in the tissues beneath the skin, and I quickly

called to mind several cases in which the recurrent tumour had
been in the muscle. For instance, in 1 89 1 I removed the breast

of a lady for a small tumour immediately beneath the nipple,

which was much retracted. I made a note at the time to say

that it was very movable over the pectoral muscle. The fascia

was roughly cleared off the face of the pectoral, but none of the

muscle was removed. In 1894 I removed a small recurrence

from the substance of the pectoral muscle some distance

beneath the middle of the scar ; and again in 1 896 I removed
a similar small recurrence from the substance of the pectoral

muscle.

In 1894 I removed the breast and contents of the axilla for

a lady who was suffering from a tumour of the outer segment
adherent to the integument. It was well above the pectoral

muscle, and I only cleared the fascia roughly off. Exactly a

year later I removed two little tumours from the substance of

the pectoral muscle. There was no other recurrence, and the

scar was perfectly sound. These cases made a great impression

on me at the time, and I did not know how to explain what
had occurred.

Again, I remembered cases in which the lower axillary glands,

and even those higher up beneath the muscle, were but little

diseased, while those in the space above the lesser pectoral

muscle were larger and more obviously cancerous.

Plaques and nodules in the skin generally appeared to me to

acknowledge the tumour rather than the nipple as their centre,

and I have in some of my successful cases left the nipple and
areola for the sake of preserving skin in cases in which a very

wide area had been removed over and around the tumour.

I could not say from my experience whether recurrence ever

took place in the connective tissues between the breast and the

axillary glands, but my impression was that it did not do so.

My experience led me to believe that Heidenhain and Stiles

were correct in thinking that cancer of the breast often extends

much farther backward than its appearance would betoken, and
that the fascia and muscle may be already affected by a cancer

at some distance in front of the fascia ; to agree with Stiles in

believing that there is a system of lymphatic vessels in the lines

of Cooper's (suspensory) ligaments, and that the disease may
make its way directly through the glands beneath the clavicle
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without necessarily passing through the lower axillary glands.

In respect to the infection of the skin through the medium of

the lymphatic vessels, I thought the clinical evidence went to

show that it occurs as a rule through the lymphatics of the

integument immediately over the tumour rather than by the

roundabout course of the infra-areolar plexus.

I therefore came to the conclusion that a few more patients

in every hundred, perhaps more than a few, might be saved by
a more complete removal of the mammary gland, a free re-

moval of the whole thickness of the pectoral muscle beneath

the disease, and by a more systematic and careful dissection of

the axilla.

Halsted's Operation.

Halsted's operation, although perhaps more sweeping than is

absolutely needful, appeared to me to answer better to these

indications than any other; and, since the beginning of 1895,

I have made it my routine operation, although I did not dare,

especially at first, to perform it in every case in private and
public practice. It aims at removing the diseased tissues, the

contents of the axilla as high as the clavicle, and the interven-

ing tissues in one continuous mass. It includes the removal

of the whole of the pectoral muscle, or all of it with the excep-

tion of the clavicular portion, and the removal of the fascia

beneath it, and of that in front of and behind the lesser pectoral

muscle, which is divided in order to enable the axilla to be more
thoroughly cleaned out. I prefer, if possible, to describe an
operation as nearly as I can in the words of the author. In
doing so now, I shall omit the theoretical considerations with

which the description is interspersed.

(i.) The skin incision is carried at once and everywhere
through the fat.

(ii.) The triangular flap of skin (with its point towards

the clavicle) is reflected back to its base line (at the pos-

terior fold of the axilla). There is nothing but skin in this

flap. The fat which lined it is dissected back to the lower

edge of the pectoralis major muscle where it is continuous with

the fat of the axilla (Fig. 7).

(iii.) The costal insertions of the pectoralis major are severed,

and the splitting of the muscle, usually between its clavicular

and costal portions, is begun, and continued to a point about

opposite the scalenus tubercle on the clavicle.

(iv.) At this point the clavicular portion of the pectoralis

major muscle and the skin overlying it are cut through hard up
to the clavicle. This cut exposes the apex of the axilla.
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(v.) The loose tissue under the clavicular portion (the portion

usually left behind) of the pectoralis major is carefully dissected

from this muscle as the latter is drawn upward by a broad sharp

retractor.

(vi.) The splitting of the muscle is continued out to the

humerus, and the part of the muscle to be removed is now cut

through close to its humeral attachment.

J ''

Fig. 7.—Halsted's Operation for Carcinoma of the Breast : the First Incision.

(vii.) The whole mass, skin, breast, areolar tissue (muscle),

and fat, circumscribed by the original skin incision, is raised

up with some force, to put the sub-muscular fascia on the

stretch as it is stripped from the thorax close to the ribs and

pectoralis minor muscle. It is well to include the delicate

sheath of the minor muscle when this is practicable (Fig. 8).

(viii.) The lower outer border of the minor muscle having

been passed and clearly exposed, this muscle is divided at

right angles to its fibres, and at a point a little below its

middle.
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(ix.) The tissue over the minor muscle near its coracoid in-

sertion is divided as far out as possible, and then reflected

inward in order to liberate or prepare for the reflection upward
of this part of the minor muscle.

(x.) The upper outer portion of the minor muscle is drawn
upward with a broad sharp retractor.

(xi.) The small blood-vessels under the minor muscle near

Fig. 8.—Halsted's Operation for Carcinoma of the Breast : the mass turned down.

its insertion must be separated from the muscle with the greatest

care. These blood-ves«els should be dissected out very clean,

and immediately ligated close to the axillary vein.

(xii.) Having exposed the sub-claviaa vein at the highest

possible sub-clavicular point, the contents of the axilla are dis-

sected away with scrupulous care, also with the sharpest pos-
sible knife. The glands and fat should not be pulled out with
the fingers,

(xiii.) Having cleaned the vessels, we may proceed more
VOL. XXXIV. E
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rapidly to strip the axillary contents from the inner wall of the
axilla,—the lateral wall of the thorax. We must grasp the mass
to be removed firmly with the left hand, and pull it outward
and slightly upward with sufficient force to put on stretch

the delicate fascia which still binds it to the chest. This fascia

is cut away close to the ribs and serratus magnus muscle.

(xiv.) When we have reached the junction of the posterior

and lateral walls of the axilla, or a little sooner, an assistant

takes hold of the triangular flap of skin and draws it outward,

to assist in spreading out the tissues which lie on the sub-

scapularis, teres major, and latissimus dorsi muscles. The
operator, having taken a different hold of the tumour, cleans

from within outward the posterior wall of the axilla. Proceed-
ing in this way, we make easy and bloodless a part of the

operation which used to be troublesome and bloody. The sub-

scapular vessels become nicely exposed and caught before they
are divided, The sub-scapular nerves may or may not be
removed, at the discretion of the operator.

(xv.) Having passed (or cut through) these nerves, the

operator has only to turn the mass back in its normal position,

and to sever its connection with the body of the patient by a

stroke of the knife.

This operation appears to me to offer advantages which are

not rendered by any of the operations which we have been in

the habit of practising in this country. I think it exposes the

axilla up to the clavicle far better than the proceeding de-

scribed by Mr. Watson Cheyne in his excellent Lettsomian

Lectures at the Medical Society in 1 896 (" The Objects and
Limits of Operations for Cancer "), and it is not more severe.

Two objections have been urged against it by some of my
colleagues. First, that it is very dangerous to life ; second,

that the movements of the uj)per extremity are likely to be
greatly crippled by the wholesale removal of the muscle.

To the first of these objections I would reply, that between
the beginning of 1895 and the end of 1897 I performed the

operation thirty-three times, and that only one of the patients

died. I suppose that death must be attributed to shock. The
patient died twenty-four hours after the operation. It was one

of the early series, and I think I was perhaps not so careful in

arresting hgemorrhage from the intercostal vessels (in cutting

through the muscle) as I have been since. On the other hand,

I cannot say that I regard the operation as comparatively

trivial. It is a very large operation, and should be performed

with great care, and not too fast, so that the vessels are taken

up, as far as possible, before they are divided.
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So far from the movement of the arm being seriously

restricted, I have been surprised to find that it is, as a rule,

Fig. 9.—Photograph of a patient to show the range of movement of which the
arm is capable after removal of tlie breast by Halsted's method.

better than when the muscle is left behind (Fig. 9). It depends
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almost entirely on the amount and piece of skin which is removed.
In closing the wound, the greatest care should be taken to

supply a very good covering of skin to the axilla. If there is

no subsequent tension there, the arm can be freely moved.
Of the thirty-three cases only thirteen are available for this

inquiry, for the remainder were treated after the end of 1895.

They tabulate thus :

—

Died of the operation . . , . . i

Dead or living with local recurrence . . 2

Dead of cancer without local recurrence . . i

Alive and well ...... 9

Total ... 13

Of these patients eleven were treated in the Hospital. They
were not in any way selected, but were accepted whether they

were good or bad cases for operation. The disease was exa-

mined microscopically in every instance, and the report is

furnished by the Pathological Department. In one case the

tumour proved to be a duct-carcinoma; but in the other ten

it belonged to the usual variety of hard or spheroidal-celled

carcinoma. In more than one of the successful cases the glands

also contained cancer. My House-Surgeons have been very

interested in these patients, and we see some of them from

time to time. For the purpose of this inquiry Mr. Maxwell

was good enough to bring nearly every one of the successful

cases to the Hospital, where I was able to show them to my class.

Of course, this is a very fortunate series of cases, and I

do not expect that the next or many future series of thirteen

will yield nearly such good results. For the successful cases

are in the proportion of nearly 70 per cent., which we are

not likely to reach for the present.

I have not removed the supra-clavicular glands in any of

my cases, and I am disposed to think, with Cheyne, that

cases in which these glands are affected are hopeless. But I

am not yet prepared to speak definitely on this matter.

What may be Hoped fkom Operation in the Futuke.

The study of the later results of operations for cancer of the

breast holds out hope of great improvement in the future.

Of course I am not so sanguine as to believe that every case

of cancer of the breast will by-and-by be successfully treated

by operation. There are many cases in which the disease is

so malignant and runs so rapid a course that no operation
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will avail against it. And there are cases in which the patient

is quite unconscious of being the subject of cancer until the

disease is advanced. In these and similar circumstances opera-

tion will be but palliative.

But two things lead me to hope much better things from

operation than it has hitherto accomplished. First, the results

which have been achieved during the last few years. Add
to my own cases those of Cheyne and Halsted, taking only

those in which the operation was performed at least three years

ago. By a singular chance Halsted's results are the least

satisfactory of the three. Out of his fifty cases of operation

only eleven occurred more than three years before the publi-

cation of his paper, and as one of the eleven was lost sight of

as soon as she left the hospital, only ten are available for use.

Two of these ten patients died of unknown cause about three

years after the operation, but as that cause may have been

cancer they cannot be claimed to have been cured. They
should therefore be regarded as belonging to the class of un-

traced cases. Of the remaining eight patients, two were alive

and well more than three years after the operation. The total

number of patients operated on by the three operators, either

by Halsted's method or by the large method which Watson
Cheyne has employed, is forty-two, each one of whom has been

traced more than three years after the operation. Of these,

twenty-three were alive and well or had died of some other

cause than cancer after the three-years' limit.

Second, these results have been procured under very dis-

heartening conditions. Instead of obtaining the cases early

for operation, there is scarcely one in which the disease was
not known to have existed several months, and there are many
in which it had existed for one, two, three or more years. There

were many in which the axilla was full of cancerous glands, and

several in which the primary tumour was ulcerated. In mak-
ing up my statistics of operations on the tongue, I separated

the private from the hospital cases, because I was anxious to

discover how far the earlier treatment of the disease, which

was general in the private cases, affected the mortality due

to the operation, and the prospect of cure of the disease. I

thought I would do the same thing for my cases of cancer of

the breast. But I found there would be little use in doing so.

The results are very much the same in public and in private;

for the good reason that the cases when they come under

treatment are in much the same condition, both in regard to

the stage of the disease in the breast and neighbouring parts

and the general health of the patient.
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At first I was astonished to find that the private patients

deferred the question of an operation for so long a period ; but,

as I think of it, I am sure the cause is not of one kind, but

of several. Cancer of the breast is very often discovered by

chance, and neither the patient nor the doctor can believe

that the little painless thickening is really the beginning of

cancer. How can I doubt this when medical men bring their

wives and female relatives to me with cancer of the breast and
glands, which they have been " watching " for many months, or

more than a year !

The patients have only a feeble hope that they can be cured

by an operation, or even that they can be protected from re-

currence for many years. How can we wonder at this, when
it is the view of a vast number of the medical practitioners

in this country, and when the prevailing sentiment of several

of the most experienced surgeons in London, expressed in the

debate on Mr. Sheild's paper at the Eoyal Medical and Chir-

urgical Society last session, was that operation for cancer of

the breast is but palliative, at the best. Once cancer, always

cancer ! If after the operation a woman does not die of can-

cer of the breast, she will certainly do so of cancer of some
other part of the body.

I trust this paper may do something to correct the evil and
unfortunate impression which such a sentiment is certain to

produce, and that it may lead medical men, and through them
their patients, to seek the benefit of early, not late, operations,

in the full hope that at least half of the patients suffering from
cancer of the breast may thus be cured by operation.
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CASES OF APPENDICITIS UNDER THE CARE

OF MR. BUTLIN

DURING THE TWO YEARS FROM OCTOBER 1896 TO
SEPTEMBER 30, 1898, INCLUSIVE.

BY

A. E. J. DOUGLAS, M.B., B.S.,

WITH A NOTE BY MR. BUTLIN.

When so much is being written and so much attention is

being directed to the subject of the operative treatment of

appendicitis, it seems a suitable time for a review of some of

the cases of appendicitis operated on recently in this Hospital.

This short article is directed to a commentary on two years'

operative treatment of appendicitis in this Hospital by Mr.
Butlin, viz., from October 1896 to October 1898.

The total number of patients operated on in the two years was
twenty-nine. Some of these patients were operated on more
than once (e.g. some patients at a first operation had an abscess

opened and drained, without any attempt to find or remove the

appendix, which was removed at a subsequent operation).

During the first year (October 1896 to October 1897) the

total number operated on was ten, an average of rather less

than one a month during the whole year. During the second

year the total was nineteen, nearly double the number operated

on during the preceding year. For the purposes of classifica-

tion the cases are divided into three groups, adopting Mr.
Berry's method for indexing the Hospital cases :

—

(i.) Recurrent appendicitis (non-suppurative).

(2.) Chronic appendicitis, with abscess.

(3.) Acute appendicitis, with suppuration.
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I.

—

Recurrent Appendicitis (ten cases, all recovered).

During the two years operations were performed on ten

cases of recurrent appendicitis. Of these, all but two {i.e. eioht)

were operated on during the last year, that is, the year ending
September 30, 1898.

I patient had had three or four attacks every year since 189 1,

the cause of his pain not having been previously diagnosed.

I had had four attacks.

3 had had three attacks.

3 had had two attacks.

I had had several attacks.

I case gave no history of a previous attack.

In each case an incision was made over McBurney's point,

the appendix removed, and the abdominal wall sewn up in

separate layers. In one case the presence of pus was sus-

pected ; an incision was made, but no pus was found. The
appendix was not sought for on account of the condition of the
parts. A drainage tube was inserted for a few days, and the

patient made a good recovery. One other case was of special

interest. This patient had a large cavity at the apex of his

left lung. On opening the abdomen by the usual incision, small

hard nodules were found in the omentum, which were thought
to be tuberculous at the time of the operation. On microsco-

pical examination afterwards, no definite opinion was arrived at.

Only the stump of the appendix was found, about f inch long.

This was removed close to the c^cum. The abdomen was
closed in separate layers ; the wound healed by first intention,

and the patient left the Hospital twenty-five days from the date

of operation. He had had four attacks of appendicitis. With
the exception of one case in which a complication arose, and
the case that was drained, the patients left the Hospital quite

healed and well just over three weeks from the time of the

operation (i.e. from twenty-two to twenty-four days).

The case in which a complication arose was not a simple

recurrent case of appendicitis, as the boy had had a chronic

appendix abscess opened by Mr. Lockwood for Sir Thomas
Smith about four months previously in Henry Ward, and about

I oz. of pus let out. The patient had not had any further

trouble till just before admission, when he had another attack.

Mr. Butlin found the appendix constricted in the middle,
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removed it, and closed up the abdomen in separate layers.

No drainage tube was inserted, and no pus was found at the

time of the operatiou. The patient went on well for eight

days, then his temperature and pulse gradually rose, and
soon there was distinct evidence of suppuration, pus beginning

to point in the old scar. The abscess was opened, and foul-

smelling pus mixed with blood-clot let out. He then made
a rapid recovery. The abscess in this case might perhaps be
compared to a " residual abscess." The patient left the Hospital

thirty days from the date of the first operation. Stress has

been laid on the fact that the abdominal wound was in each

case sewn up in separate layers to try and obviate the risk of

hernia, which may of course occur in the scar as in an ordi-

nary laparotomy. I have seen in the Surgery at this Hospital

a bad case of hernia in the scar of a patient operated on for

appendicitis previously, but not at this Hospital.

II.

—

Chronic Appendicitis with Abscess
(eight cases, all recovered).

Next, considering the cases of chronic appendicitis with

abscess. During the jSrst year there were two, and during the

second year six patients operated on. In seven of the eight

the abscess was opened and drained ; no attempt was made to

find or remove the appendix. In the eighth the appendix
was removed at the time of operation. One patient returned

some months later and the appendix was then removed.
All the cases recovered.

On examining the time the patients stayed in Hospital after

the operation, it is found that

—

2 patients left the Hospital 4 weeks after the operation.
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One patient is still in the ward at the end of eight weeks with a

large mass of indurated tissue in which two foci of suppuration
have been opened on different occasions, each containing about
I oz. of pus. This shows that five of the eight patients left the

Hospital from four to six weeks after the operation. This in-

cludes one patient with an abscess out of which three to four

pints of pus were let out, and another having about 16 oz. of

pus. So that in these two cases at least, contrary to what one



74 Cases of Appendicitis.

would expect, the large size of the abscess did not cause the

patient to remain longer in Hospital than the average time.

Of the remaining three cases, one patient was in for thirteen

weeks, but he had signs of extensive tubercle in the lungs.

The pus of the abscess was examined repeatedly for tubercle

bacilli with a negative result.

Another patient was in Hospital ten weeks. At the operation

an incision was made over the swelling, but no pus could be
found. Another unsuccessful attempt to find pus was made
three days later. (There were very strong indications that pus
was present.) Nine days after this the abscess burst into the

wound and discharged into the dressings ; the patient's tem-
perature then came down, and he made an uninterrupted

recovery. Possibly if the incisions had not been made the

abscess would have opened into the general peritoneal cavity,

and caused the death of the patient from peritonitis.

The third case is that of a patient who has been in the ward
for eight weeks since the first operation, and is still in at the

present time. She was transferred from Hope Ward (September
26, 1898), where she was under the care of Dr. Hensley, with
a large mass reaching to about an inch above the umbilicus.

She had noticed this swelling since August 22. She was ad-

mitted to Hope, September 11. At one point in the upper part

of the mass it felt softer on palpation. Mr. Butlin made an
incision over this spot, and let out an ounce of pus. About
seven weeks afterwards another incision was made, and the

same quantity of pus was evacuated. The size of the mass
remains about the same.-^

In the patient whose appendix was removed, the appendix
was found hanging over the pelvic brim, the end of it lying

in a small localised collection of pus in the recto-vesical pouch.

The position of the appendix was diagnosed before operation

by the tenderness and swelling felt on the right side of the

rectum on making an examination.

Five cases were operated upon on the day of admission to

Mr. Butlin's wards, two the day after admission, and one, who
was believed to be suffering from a simple recurrent attack of

appendicitis without suppuration, was kept in bed for a week
before operation. (He had had several attacks previously ; his

temperature on admission was 90.2° and pulse 88.) So that

the cases in which pus was believed to be present were all

operated on as soon as possible, the majority on the day of

admission.

1 Since writing this, the pus has been examined and the mycelium of actinomyces
found in it.
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Another question of interest in connection with these cases

is the length of time the patients had passed between the onset

of the attack and the opening of the abscess.

I patient was operated upon on the 35th day.

I „ „ Sot'h „

14th

12 th

nth
9th

5th

Again, as regards the incision, if the abscess was close to

the surface, almost pointing, as in some of the cases mentioned

above, Mr. Butlin opened the abscess over the most prominent

spot. If merely a mass of indurated tissue was felt, and the

abscess cavity had to be searched for, the incision was made
about an inch to the inner side of the anterior superior spine, so

as to minimise the risk of passing through healthy peritoneum

in reaching the abscess. In one case where, after the first

incision, pus was not found, a second was made nearer the

middle line, and the abscess cavity again searched for.

As regards the treatment of the cavity, in several of the

cases the abscess was very chronic, and the cavity well shut

off. These were treated by irrigation. In others, where the

adhesions were not very firm, or in which, as in one case, the

pus was only kept shut off by the descending colon and omen-
tum, the cavity was carefully sponged clear of pus and a

drainage tube inserted, no irrigation being used.

All the patients in this group did well, and left the Hospital

for the time being cured as regards the abscess, although their

appendix not having been removed, they are still liable to a

fresh attack.

As we have seen above, only one was operated on during the

first week of the attack, and some not for two, three, or four weeks.

This was only because the patients were not seen till late in the

illness. They all, however, did well, so that this seems to be

an argument in favour of not operating at an early date, but

rather of allowing time for the formation of firm adhesions and

for the abscess to be well shut off from the general peritoneal

cavity.

Of course beyond a certain time not only is nothing further

to be gained by allowing the case to remain untreated, but it

becomes harmful and dangerous to the patient. The great
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extension of the inflammatory induration, or the large size of

the abscess cavity, causing necessarily a long and tedious

convalescence. This is seen in one or two of the cases quoted

above.

III.

—

Acute Appendicitis with Suppuration
( II cases, 6 recovered, 5 died).

Lastly, considering the cases of acute appendicitis with

suppuration. In all there were eleven operated on during the

two years. In the first year there were six and in the second

year five, so that this division differs from the other two in that

there were fewer cases in the second year than in the first.

The acute cases might be subdivided into two classes, which
tend to blend with each other. Firstly, those in which the

general peritoneal cavity is infected from the beginning of

the attack. This is illustrated by the case of a boy who died

of acute septic peritonitis arising from his appendix. He
was seen about twelve hours from the onset of the attack

(judging by the history), and at the time of admission had
septic peritonitis. He was operated on at once, but died soon

after. These are the so-called " fulminating cases." And
secondly, those cases with very acute symptoms, in which the

patient is desperately ill, giving rise to a suspicion of general

infection of the peritoneum, but in which at the operation

slight connecting adhesions are found localising the inflam-

matory process.

Four of the eleven patients were suffering from general

peritonitis when they were admitted into the Hospital. In

another case general peritonitis occurred suddenly some days

after the opening and draining of an abscess, which made its

way, nevertheless, into the peritoneum. And in another case,

it is a little uncertain whether general peritonitis was present

when the boy was admitted, or whether it commenced on the

following day. Four of these patients died, and two of them
recovered after opening and draining the abdomen and remov-

ing the appendix.

So that out of six cases of undoubted general septic peri-

tonitis secondary to inflammation of the appendix, two recovered,

that is to say, the high figure of 33^ per cent, of recoveries was
obtained. This is most encouraging, considering the desperate

nature of these cases, and the hopeless view which there is a

tendency to take of them.

On account of the comparative rarity of recoveries from
acute general septic peritonitis, and the scepticism which is
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naturally exhibited as to the description of the patient's

condition being correct, these two cases are quoted at some
length.

Case I.—A. J. T., set. 13, schoolboy.

History.—For three weeks before admission there had been
pain felt on and off in the right iliac fossa with nausea but no
vomiting. Constipation for the same time. About three days

before admission the pain became more severe. On the day
of admission he vomited several times, and complained of pain

and tenderness all over the abdomen.
Condition on admission.—Abdomen motionless, slightly dis-

tended, intensely tender ; more tenderness and fulness in the

right iliac fossa than elsewhere. Temperature 100.8°. Pulse

120. Respiration 30 per minute. Patient acutely ill.

Patient was operated on the same night about two hoars

after admission.

Operation.—A nearly vertical incision, about 3 inches long,

made in the linea semilunaris in the right iliac region. On
opening the general peritoneal cavity, it was found to contain

free pus, of which there was also a collection in the recto-

vesical pouch. The coils of intestine adjoining the ceecum

were covered with a layer of lymph, and there were no
adhesions, but a few coils were stuck together by lymph. Pus
very offensive. The appendix being brought up into the wound,
was found to be perforated at the distal end, swollen and
thickened at the proximal. It was ligatured and removed. The
abdominal cavity was then flushed out thoroughly with boracic

lotion, gr.x. ad gi., at a temperature of io5°-io6°, for sometime.

The upper part of the wound was then closed, a glass drainage

tube inserted into the lower part of the wound, passing down
into the recto-vesical pouch, and a Keith's dressing applied.

The patient seemed in fair condition. Temperature 97.4°,

pulse 1 10. He was very restless, and was kept fully under
the influence of morphia. He vomited on and off all the next

day. His temperature remained low and he was delirious,

shouting and swearing frequently. He was fed by nutrient

enemata and dressed every four hours.

His condition remained very much the same till the fifth

day after the operation, with the exception of the vomiting,

which had gradually decreased. He was now decidedly better,

with fewer attacks of pain and less restlessness. The glass tube

was removed and an india-rubber one inserted. The recto-

vesical pouch washed out with 1-6000 perchloride of mercury.

Slight movement of the abdomen. The nutrient enemata were
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stopped and a soap-and-water enema given. Wound irrigated

three times daily at first, but after a day or two only once

a day. Drainage tube finally removed twenty-five days after

the operation. Patient went to the Swanley Convalescent Home
thirty-nine days after the operation with the wound almost

healed, and without any discharge.

This patient undoubtedly had general septic peritonitis. It

is difficult to say when this became general, but probably, from
the history, not till shortly before admission, possibly when
the vomiting began. Here the cavity was irrigated with

boracic lotion at a temperature of 105° to 106°, and the in-

fective organisms must have been on the surface of the peri-

toneum, so that the mechanical effect of irrigation was sufficient

to get rid of them, or at least so to diminish their numbers as to

enable the peritoneum to deal with the remainder.

Case II.—J. M, D., ^t. 14, schoolboy.

History of one previous attack in the summer of 1896.

Two days before admission played football, afterwards ate

three apples with their skins.

The day before admission, early in the morning, woke up
with abdominal pain. Bowels open before breakfast. Got up,

but had to go to bed again. Collapse, vomiting, and severe

pain supervened. Temperature 98.4°, pulse 128.

Abdomen tender, legs drawn ujd. Given opium ; had a fair

night, with less pain and no vomiting. On the morning of

admission vomited twice.

He was admitted under Dr. Church, who called in Mr.

Butlin at 3 P.M. His general condition then was good. He
lay on his back complaining but little, with his abdomen
moderately distended and tender, especially on the left side.

No definite tumour felt. There was no distress or collapse.

At 10 P.M. he was worse, his abdomen not moving at all, legs

slightly drawn up, expression anxious.

He was then operated on. The abdomen was prepared under

the ansesthetic, and a vertical 3-inch incision was made, cross-

ing a line joining the anterior superior spine to the umbilicus,

about midway between these two points. When the abdomen
was opened, pus was at once found free in the abdominal

cavity. No limitation by adhesion of intestine. About i oz.

of pus let out. The appendix was found perforated and con-

taining two concretions ; it was removed. The abdomen was
then flushed out with 1-4000 biniodide of mercury, followed

by boracic lotion for fully ten minutes, and a glass drainage

tube with Keith's dressing inserted.
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After the operation the temperature was 98°, the pulse 140,

respiration 34 per minute. He was rather restless, but passed

a fair night, being dressed once in the night, when slight

abdominal movement was noted.

The day after the operation he was dressed about every four

hours ; as he vomited several times, he was fed by nutrient

enemata. Altogether he was slightly worse.

He continued to vomit slightly till noon of the fifth day

after the operation, but his pulse steadily improved, and its

rapidity diminished.

On the seventh day his bowels were open once.

On the eighth day a smaller tube was inserted.

On the tenth day the drainage cavity was gently irrigated.

On the twenty-sixth day the wound was quite healed.

On the thirty-second day the patient was discharged quite

well. Since then he has been seen at intervals, looking quite

well and fat.

This case differs from the last as regards treatment, in that

mercuric biniodide was used, 1-4000, in addition to boracic

lotion. Possibly the result would have been the same if only

boracic lotion had been used.

Let us consider the four cases that died of septic peritonitis.

I. The first patient, male, get. 19, who died from septic

peritonitis, came, in point of time, directly after the first case

quoted above. The usual incision was made for the removal of

the appendix, and some turbid, foul-smelling pus welled up.

A glass drainage tube was passed into the recto-vesical pouch,

and immediately several ounces of foul-smelling pus welled up
through the tube. No search was made for the appendix.

The patient died a few hours afterwards. The reason nothing

further was done was that he was moribund on admission.

The patient had only been ill for a few days.

A post-mortem examination was refused, but the wound was
examined after death. It was found that there were no obvious

adhesions at the seat of operation. The fluid let out first most

probably came from the general peritoneal cavity ; the second

came from a deeper and partially shut off collection, probably

in or near the pelvis.

II. The second patient, a boy, gave a history of six days'

duration from the commencement of the illness. An operation

was performed on the day of admission, and pus let out from
a localised abscess cavity, which was irrigated with 1-500
biniodide of mercury and then with boracic lotion, and a

drainage tube inserted. Patient did well till the fourteenth
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day after the operation. In the early morning he had a good
deal of pain. Mr. Butlin removed the tube, let out about an
ounce of pus, and replaced the tube. Later on he showed signs

of general septic peritonitis. He was seen in consultation with
Mr. Willett and Mr. Cripps, and his abdomen opened in the

middle line ; he was then found to have general septic peri-

tonitis. The peritoneal cavity was washed out, but he died

soon afterwards.

Post-mortem examination. — General peritonitis. On the

outer side of the csecum was an abscess cavity, in which
lay the appendix. It had burst into the general peritoneal

cavity.

III. The third fatal case was that of a boy 4 years old, who
was only taken ill with pain in the abdomen two days before

admission. He was operated on immediately after admission.

As soon as the peritoneum was opened a sero-purulent fluid

escaped, A director was passed to the outer side of the

ascending colon, and pus welled up. An india-rubber tube was
inserted. There were no signs of adhesions when the peritoneal

cavity was opened. The patient did not show much improve-
ment after the operation, and during the next day and night

his condition remained very much what it was immediately
after the operation, but on the whole there was a slight change
for the worse. On the second day after the operation he was
decidedly worse, and Mr. Butlin decided to open his abdomen.
He was found to have general septic peritonitis. He was
irrigated with 1-4000 biniodide of mercury and a glass tube
inserted. Patient died a few hours afterwards.

Post-mortem.—Peritoneum in lower two-thirds of abdomen
congested, and surface covered with fibrinous lymph by which
coils of intestine adhered. Behind the ascending colon and
hepatic flexure of the colon was a small retro-peritoneal

collection of pus (i oz.) lying in front of the right kidney
and running up to the right lobe of the liver.

Possibly this patient had general septic peritonitis when he

was operated on first. The case illustrated the great difficulty

there is of deciding whether suppuration is limited to the

appendix region, or whether the condition has become general.

Apparently in some cases only great experience and a careful

consideration of the intensity of the symptoms of peritonitis

will enable a correct diagnosis to be arrived at. In this

particular case there was very little doubt at the time of the

second operation. Mr. Butlin covered up the first wound, and
the skin having been carefully prepared in the middle line,

made a second incision, so that if there had been healthy
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peritoneum it would not have been infected. This is a useful

proceeding for diagnostic purposes in certain doubtful cases.

IV. The fourth and last fatal case from septic peritonitis was
of a child get. 4, admitted on the fourth day of his illness.

When the abdomen was opened in the appendix region, a

sero-purulent fluid escaped. The appendix was found to be
gangrenous and was removed. A second incision was made
in the middle line, general peritonitis was discovered, and the

peritoneal cavity and intestines carefully sponged. The patient

died about six hours afterwards.

Post-mortem.—Many coils of intestines were found glued

together by thick lymph. There was a little free fluid and
some adhesions between the ceecum and the abdominal walls.

Near the caecum there were some caseous glands.

The other fatal case was found post-mortem to be due to

intestinal obstruction. An incision was made in the appendix
region and the general peritoneal cavity opened. A director

was passed 6 inches downwards and inwards, and almost an
ounce of pus evacuated. A soft rubber tube was inserted.

The patient, in spite of all efforts, continued to vomit after the

operation, and died the same night.

Post-m,ortem.—There was no general peritonitis, no free gas

or fgecal extravasation. The whole of the pelvis was shut off

from the general peritoneal cavity. The vermiform appendix
was found lying over the brim of the pelvis, about 4 inches

long; the last 2 inches sloughing. It contained two con-

cretions. The intestines were matted together in the pelvis

and deeply congested. The wound was above the area of the

abscess, and death probably resulted from obstruction.

In this case, even if the exact condition had been known
at the time of the operation, it is extremely doubtful whether
any satisfactory operation could have been done for the relief

of the patient.

This patient's history was, that for four days before ad-

mission he began to vomit, his bowels being open that day.

Three days before admission he had passed flatus, and two days

before admission he had been seized with severe abdominal
pain. The pain and vomiting continued until the time of

admission. On admission, temp. 99.6°, pulse 132.

Taking the six cases that recovered, two, as above men-
tioned, had general infection of the peritoneum ; in the other

four the inflammation had not become general ; the area of

suppuration in some of the cases was only shut off from the

g.eneral cavity by the intestines and omentum being glued to-

gether by lymph. These were treated by an incision over the

VOL. XXXIV. F
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appendix region about one inch from the anterior superior spine,

a tube being inserted with as little disturbance of the parts

as possible. Moreover, the general peritoneal cavity was only

shut off from an abscess on the outer side of the cascum by the

great omentum being adherent. The abscess cavity was gently

swabbed out and a tube inserted. Patient did well.

NOTE BY MR. BUTLIK

I am very much indebted to my former House-Surgeon, Mr.
Douglas, for the care he has taken in collecting and analysing

the foregoing cases, and for his thoughtful commentary on
them.
The surgery of appendicitis has been very much before my

mind during the last three or four years ; hence perhaps, in

part, the large number of cases which have been under my
care in the Hospital during the two years under consideration.

Their number, and the variety of conditions which were pre-

sented, have enabled me to formulate my ideas on certain

difficult questions far better thaa I could have done three years

ago. I will, therefore, add to Mr. Douglas's commentary a

short note on each of the three groups in which he has mar-
shalled his material.

Recuuhent Appendicitis.

Two or three more cases would be included under this head-

ing if it were possible to count the same patient more than

once ; for the appendix was removed in two or three patients

who had been previously, or still were in the Hospital on account

of acute suppurative appendicitis. The cpiescent period was
selected for the operation, in accordance with the rule which

has become very general in this country.

The surest loay offinding the appendix.—In most cases there

is no difficulty in discovering and removing the appendix, but

there are cases in which great difficulty is experienced ; and I

have heard of more than one instance in which the appendix

has not been discovered, and the attempt to remove it has been

abandoned. I think the safest way is to find the csecum, and

to work round it from the oater side (of course not forgetting

the extremity, from which the appendix may extend directly

downwards). If this is done methodically, it is difficult to

understand how the appendix can be overlooked, even if it
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is bound up in a mass of adhesions on the under aspect of the

caacum.

Hoio to deal with an abscess around the a-ppendix.—In sepa-

rating the appendix from the surrounding structures during

the quiescent period, and even very long after an acute attack

of inflammation, an abscess is sometimes opened, and the pus

may escape into the cavity of the abdomen, and cause fatal

peritonitis, unless the operator has taken precautions against

such a catastrophe. In cases in which there is reason to fear

this complication, the opening in the abdominal wall should

be enlarged, so that the parts may be thoroughly under control.

The field of immediate manipulation should be protected by
a sponge on either side. And if the appendix is sought for

from the outer side of the caecum, the intestine acts as a

barrier against the entrance of pus into the general cavity of

the peritoneum. I believe it is dangerous to irrigate in these

cases. The abscess cavity should be sponged out, or carefully

wiped out with pads of gauze, until it is quite cleansed from
pus, and should then be drained for a few days. Irrigation is

very likely to carry some of the contents of the cavity into

other parts of the abdomen.

Chronic Appendicitis.

Mr. Douglas has raised the question of the proper period at

which to search for pus in these cases. My own feeling is that

if pus is present, the sooner it is let out the better for the

patient, both on account of diminishing the danger of bursting

into the cavity of the peritoneum, and of shortening the period

of treatment. In cases of this class, in which there is strong

reason to suspect the presence of pus, therefore, I do not

hesitate to search for the abscess, beginning at the outer side

of the ceecum, and working towards the middle line, in order

to avoid opening the peritoneum. It may be necessary to

operate more than once, and to make more than one incision,

if the search is not successful on the first occasion. But I do
not hesitate to do so, as I think that it is a better course than
to wait until the pus approaches the surface, and can be readily

discovered.

Acute Appendicitis.

The dangerous character of acute appendicitis is singularly

illustrated by the eleven cases which came under my care.

Four of the patients were actually suffering from general peri-
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tonitis when they were admitted to the Hospital, two of them
moribund, so that they died within a few hours of their

entrance. They naturally suggest the question

—

In what cases and at what moment shoidd the surgeon inter-

fere ?—I believe the best rule is to operate without delay in

those cases in which the attack is very violent, and rather

suggests an attack of general peritonitis than one of appen-
dicitis. I have more than once found pus within thirty hours

of the commencement of an attack ; and the pus was not

enclosed at the back of the abdomen in the neighbourhood of

the appendix, but escaped as soon as the a!hterior wall of the

abdomen was incised. In less violent and rapid cases, it is

generally safe to wait for two or three days. If, then, the

temperature does not subside, and the symptoms are not

decidedly relieved by rest in bed and low diet, an incision

should be made, preferably over McBurney's point. If the

pus is not in the general cavity of the abdomen, the operation

should be very delicately performed, and should be limited to

opening the cavity in which it is enclosed and inserting a

drainage tube. And this should be done with the greatest

caution not to break down the loose adhesions between the

coils of intestine. Irrigation should not be employed.

Diagnosis of general peritonitis from severe appendicitis.—In

some cases in which it is clear that appendicitis exists, the

question arises whether the general cavity of the peritoneum is

already involved ; and it may be exceedingly difficult to decide

between the graver and less grave condition. Yet the prospect

of successful treatment must depend on very early appreciation

of the occurrence of general peritonitis. Increasing rapidity of

the pulse, and impaired mobility of the whole of the abdominal
wall, point decidedly to general peritonitis. In such cases, an
early operation for the appendicitis alone is strongly indicated.

I have for some time past made it a rule, in case of doubt, to

make a small opening in the middle line, or even on the left

side of the abdomen, in order to decide the question of gene-

ral peritonitis before opening in the region of the appendix.

If no peritonitis is found, the opening is carefully closed,

layer by layer, and the suitable operation for appendicitis is

performed.

Question of irrigation.—I have already said that I am not in

favour of irrigating even the abscess cavity in cases of acute

appendicitis with suppuration, from the fear of breaking down
adhesions and distributing the contents of the abscess in the

cavity of the peritoneum. But when peritonitis has already

taken place, the conditions are different. I have laid down



Cases of Appendicitis. 8 5

a kind of rule for myself, in such cases, to irrigate with

boracic lotion and sterilised water when the peritonitis has

extended almost all over the abdomen. But when the peri-

tonitis is still limited to the lower part of the abdomen, and

all the upper part is still free from inflammation, to sponge

and cleanse, and not to irrigate.
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Preliminary Observations.

By " pneumonia," in this connection, I mean the " acute lobar
"

or "acute croupous" affection, and by the " pneumococcus "

the organism known under the many and various names of

Diplococcus pneumoniee (Frankel, Weichselbaum), Diplococcus

lanceolatus (Foa, Bordoni-Uffrednzzi), Micrococcus pasteuri

(Sternberg), Sternberg's micrococcus, Streptococcus lanceolatus

pasteuri. Streptococcus lanceolatus (Gamaleia), and the micro-

coccus of sputum septiceemia.

This pneumococcus is a small organism about i//. in length,

and in breadth somewhat less. When obtained from the body,

it is somewhat lanceolate in shape and encapsuled, there being

usually two organisms in each capsule ; but when obtained

from cultures, the capsule is absent, and the organism is

spherical or oval, and occurs singly, or in pairs, or in chains.

It stains easily with the ordinary aniline stains, the capsule

usually, but not always, remaining unstained ; I have found
the latter beautifully stained by eosin (in 50 per cent, alcohol),

if very slightly washed afterwards. The organism retains the

stain in Gram's method.
Having thus defined the terms of the first part of the title

of this paper, I propose to give, first, a summary of some of

the principal accounts published by workers in this field, and
then to relate my own observations as to the action of oxygen.

^ The Luke Armstrong Prize Essay. Pulilished by permission.
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A.—Occurrence of the Pneumococcus in the Human
Subject.

According to the classical observations of Weichselbaum/ *

this organism was found in 94 out of 129 cases of mixed
pneumonias, and this observer's authority is given by Carl

Frankel ^ for the statement that it is present in 90 per cent,

of all cases of true croupous pneumonia. And 0. Frankel ^

makes the further criticism, that, with regard to the remaining
10 per cent, in which it was not found, " it must be remembered
that the organism is very difficult to cultivate, and that the

only certain method, i.e. the inoculation of agar plates, has

not always been adopted by observers ; and, secondly, that

the period of illness at which the experiment is made is very
important, inasmuch as, according to Weichselbaum and Monti,
the earlier and the fresher the disease process, the more of the

diplococci are present, and the later the fewer." It may
be added to this that a method still more certain than the

use of agar plates would be to inject the sputa (whenever
the pneumococci were not found miscroscopically) of a series

of cases of pneumonia into mice, when, if the pneumococci
were present, septicaemia would be caused and the typical

capsulated organisms discovered in the blood.

Out of 27 cases of pleuro-pneumonia, Monti ^ found the

pneumococcus present alone in 15 cases, with the staphylo-

coccus in 3 more, and with the streptococcus in another one.

Gamaleia^ states that he found the pneumococcus in 12 fatal

cases, and Dr. Goldenberg in 40 successive cases.

Another and potent argument for the connection between
the pneumococcus and pneumonia lies in the fact that, in some
cases, serum from convalescent patients has had the power of

protecting rabbits against inoculation. Now such protection,

according to our present knowledge, is always specific to the

one organism ; this subject will be further considered under
the heading of "Immunity."

0, Frankel- also gives the following list of authorities for

the presence of the pneumococcus in cases other than acute

lobar pneumonia :

—

Nearly always in acute cerebro-spinal meningitis (Foa and
Bordoni-Uffreduzzi).

Some cases of pleuritis (Frankel).

,, ,, ,, peritonitis (Weichselbaum).

,, ,, ,,
pericarditis (Banti).

,, ,, ,, endocarditis and otitis media.

* Tlie figures in the text refer to the "References " on page io6.
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And says that, according to Netter, it is nearly always ("fast

regelraassiger Bewohner") an inhabitant of the secretions of

the mouth and nose.

A. Frankel ^ also says that the organism is found in 90 per

cent, of the cases of pneumonia, and mentions Klein's ^ cases of

septicEemia produced in rabbits by the injection of saliva, at

the same time remarking that the two kinds of bacteria de-

scribed by Klein were, he thinks, one and the same. A.
Frankel also found that the sputum of pneumonics was three

times as fatal to rabbits as that of healthy individuals.

Dr. West'^ also brings forward statistics to show that the

pneumococcus is very frequently present in broncho-pneumonia;
out of 118 cases collected, the pneumococcus was actually

found in 67.

B.—CuLTUKE Characteristics.

These vary considerably according to the medium on which
the cultivations are grown and the surrounding influences. So
far as the atmosphere is concerned, the pneumococcus is classed ^

with the facultative aneerobes.

I will consider various media in order.

Eyre and Washbourn ^ strongly recommend agar-agar covered

with a thinfilm of rahhits' Mood as the best medium, and say that

on it growths retain their virulence for as long as sixty-six days,

if the tubes are kept from drying and are kept at 37°. When
kept at 20° or at 6°, they lose their vitality in twenty-one days.

(These last two statements are at variance with those of

Kruse and Pansini,^^ who stated that the drying of sputa or of

cultivations did not damage the pneumococci, and that, if culti-

vations—on agar—were kept more than twenty-four hours in

the warm incubator, they died the sooner.)

The bacterium also grows most excellently, and with vary-

ing appearances, in many cases on " serum-agar," i.e. agar-agar

made up with ascitic fluid. In a series of sub-cultivations from
the same original stock the following were examples of the

varying appearances presented :

—

Ig (8 days in warm incubator) Isolated, tiny, clear colonies.

O4 (i day ,, ,, ) A film of small colonies, larger at

the edge.

K^ (13 days ,, ,, ) Isolated, large, clear colonies.

J^4 (6 days „ „ ) Flattened, whitish colonies, almost

pearly in appearance, the largest

of which were about o. i to o. 15
cm. in diameter.
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On gelatine, tiny, transparent, discrete colonies are formed,
not liquefying the medium, and very much like the colonies of

streptococcus pyogenes in appearance.

According to A. Frankel^ the pneumococcus will not grow
on 8 per cent, or lo per cent, gelatine direct from the blood

;

but from an agar growth cultivations could be made at 25° to

27°. C. Prankel,^ again, says that on 15 per cent, gelatine

growth will not occur at much more (!) than 24° ; while on the

other hand Arustamow, quoted by Kruse and Pansini,^'* gave
the minimum temperature as 28°. This last statement, however,

is undoubtedly incorrect. Kruse and Pansini themselves say

that most cultivations are possible above 24° or 25°, while,

although g-rowth does not usually occur under 20°, in some
varieties it takes place at as low as 18°. Further, they say that

if a species which originally would not grow at 20° were sub-

cultivated in agar for a hundred generations or sub-cultivated

in gelatine for some months, then it would grow on gelatine

at 18°. I have obtained an excellent growth on 12 per cent,

gelatine at 23°, and from it on the fourteenth day inoculated

serum-agar with a resultant abundant growth of typical colonies.

This time is considerably longer than the life-period ("not much
longer than four or five days ") allotted to it on gelatine by Carl

Frankel. Kruse and Pansini give the duration of life on this

medium as about three weeks.

The organism frequently grows very well on plain agar-agar,

giving on the second day, and frequently on the first, an appear-

ance somewhat like little drops of water, or a transparent veil

composed of single drops, while, if the variety be a very active

one, even by the second day the separate colonies may be large

and have in the centre a somewhat dimpled appearance, or there

may be large pearly patches of growth. After the lapse of some
time—a week or so—the colonies are apt to become more trans-

parent, and sometimes even almost invisible. But the small

transparent variety may give rise to the large pearly growths

and vice versa, and both may appear in the same sub-cultivation.

For example, an inoculation on agar-agar of some of the heart-

blood of a mouse dead from pneumococci septiceemia gave an
abundant growth of colonies both " large " and " small "

; from
the " small " colonies only inoculations were made, and in each

of the two sub-cultures colonies both large and small ap-

peared. Again, from two tubes showing only large, flat, whitish

colonies two mice were inoculated ; each died from virulent

septicEemia, and from the blood were obtained films of typi-

cal encapsuled diplococci, and cultivations produced abundant
growth of small, typical " water-drop " colonies.
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With regard to cultivations in hroth, some very interesting-

observations have been recorded. Carl Frankel stated in 1 890
that in broth cultivations " the fluid is quite clear ; only in very
old cultivations is there a slight cloudiness;" but later ob-

servers 11 affirm that in about twelve hours a cloudiness appears,

due to the development of cocci and short chains ; after a time
these subside to the bottom and the liquid above becomes clear.

In broth cultivations from "blood-agar" growths the chains

are often long ones, but these streptococci are again converted

into diplococci in the blood of an inoculated rabbit. Now, as

to the duration of life in broth cultures, Emmerich 12 stated in

1894 that "cultures in bouillon give a sediment in which you
find some persistent cells (' dauerzellen ') which are able to give

evolutions (' entwicklungsfahig ') after some months." And
this subject has since been thoroughly investigated by Eyre
and Washbourn ;

^^ they find that in old broth cultivations the

majority of the cocci are dead, but a few resistant forms remain
living for as long as three months, and by transplanting a suffi-

cient quantity into fresh media growth occurs and a new gene-
ration arises. But this new generation represents a distinct

variety, differing much from the parent stock, and possesses

practically no virulence. It grows luxuriantly even at 20" on
all the usual media, and in addition on acid agar (on which the

ordinary variety never grows), and on potato at 37° ; the ordinary

variety does " not as a rule " ^* grow on potato, and according to

Pearmain and Moor not at all. Further, this non-virulent variety

slowly liquefies 10 per cent, gelatine at 20°. In one case, how-
ever, out of a long series of rabbits and mice, one rabbit, which
for some unknown reason was abnormally susceptible, was killed

by this non-virulent variety and in its blood the coccus was found
to have reverted to its original type.

As to other media, Kruse and Pansini '^^ obtained growths
on calf-serum and in ascitic fluid, but could not do so in milk,

while giving Ortmann's authority that it was possible to do so
" in some cases." Crookshank,^i however, definitely states that

it grows " in milk, producing casein."

Washbourn ^^ grew it in defibrinated rabbits' blood and
found that it could live in this medium for as long as fifty-six

days.

C.—Alterations in Virulence.

As a general rule, it may be stated that, apart from the

gradual diminution and final death due to long keeping of an
individual cultivation, the virulence of the pneumococcus is

diminished by a series of sub-cultivations—although by this
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means the bacterium is given a longer life—and exalted by
passing through a series of animals. To this latter statementj

however, one exception must be made on the authority of

Washbourn,^^ who writes :
" I have found, too, like Issaef, that

sometimes, after repeated passages through rabbits, the virulence

has become lessened ; but that it has been regained by passage

through the body of a guinea-pig."

But there are several other ways of diminishing the viru-

lence or actually killing the organism, of which perhaps the

most important is the action of temperature. Carl FrankeP
reports some very interesting experiments in this direction,

which are the more interesting when considered in regard to

the part played by the pyrexia of acute pneumonia ; he says

that if a bouillon culture of the pneumococcus was kept at

42° C, in twenty-four hours it was quite non-virulent, and at

a temperature of 41° the same result happened in live days;

if the cultures were taken out of the incubator before those

periods, the diminution was only partial. A series of rabbits

was inoculated with such a partially damaged cultivation; a

number became very ill, but only a few died, and these only

after several days. Before this, A. Frankel^ had published

some similar observations ; for instance, gelatine cultivations

kept for four days at 41° were found to be virulent but

damaged, and when injected into animals hepatisation followed;

kept for six hours at 43° and injected, fever was caused, but

recovery ensued. Then, on a solid medium (agar), he found

that no growth occurred higher than 39.6°, but they were fully

virulent at 39°. Muir and Eitchie give the maximum tem-

perature of growth as 42°, while Sternberg gives as the death-

point 52°. This last authority also says that a pure culture

of the pneumococcus is killed in two hours by HgCl, (l in

20,000). As to the influence of a low temperature, one may
mention again here the article published this year by Eyre and
Washbourn,!^ ^Jio state that while cultures on blood-agar will

retain their virulence for sixty-six days if kept at 2)7° >
they

lose their vitality in twenty-one days if kept at 20° or at 6°.

Kruse and Pansini^^ make three important remarks on this

subject of degeneration :

—

(i.) On the Ijifiuence of Toxins.—It seems, they say, that in

bouillon toxins are formed which are fatal to the cocci them-

selves.

(2.) On the Influence of Oxygen.—" And it would seem allow-

able to suppose that the oxygen of the air is partially respon-

sible for the damage to cultures and to the virulence of

sputum exposed to the air." (They base this statement on
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their observations that the superficial parts of agar cultures

were usually very weak after two or three days, but that from
the deeper parts it was possible to make an inoculation after

three weeks.) I shall have occasion to refer to this theory

again later.

(3.) On the Influence of Light.—Light, they say, is very
damaging to the pneumococcus.

D.—MiNOE Varieties.

Kruse and Pansini also give a long list of minor varieties,

of which some had the faculty of forming peptones, and others

of forming pigments, yellow or brown. Fowitzsky, quoted by
Washbourn,^^ separated a variety producing a brick-red pig-

ment, and which constantly produced pneumonia in rabbits

on inhalation. Foa, quoted by Washbourn, described two
varieties— (i.) the "Meningococcus" (from its frequent occur-

rence in acute cerebro-spinal meningitis) or septic variety,

causing death in rabbits in three days without local reaction,

with hard and firm spleen, and with blood full of cocci ; and
(ii.) a " Pneumococcus " or toxic variety, causing death in

twenty-four hours, with much local oedema, soft spleen, and few
cocci in the blood. Washbourn himself remarks in this con-

nection that he has found the spleen both hard and soft, and
occurring in the same series.

E.—Inoculations.

When a virulent culture is inoculated into a susceptible

animal (the most susceptible are the rabbit, mouse, and guinea-
pig in the order given), an acute septicsemia is usually caused,

with death in from about twelve hours to six days, depending
principally on the degree of virulence of the culture and the
amount of the dose. As to the dose. Eyre and Washbourn''
record as the result of their investigations that a dose of a

twenty-four hours' culture, containing about 200 living cocci,

was about the fatal quantity for a rabbit of 2000 grammes,
when injected either into the peritoneal cavity or sub-

cutaneously: mice succumbing to about the same dose. The
rabbit's blood was always crowded with cocci, while with mice
the number in the blood was much smaller. Guinea-pigs were
much more resistant ; the whole of an agar culture injected

into the peritoneal cavity often having no effect, although
sometimes, on the other hand, a fatal result was caused by
smaller quantities ; but, by passing a culture through a series
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of fifteen guinea-pigs, the virulence was increased, so that ten

times the aloove fatal dose for a rabbit or mouse was fatal to

a guinea-pig of 300 grammes. Fowls and pigeons are quite

immune ; the rat, sheep, and dog are somewhat refractory, also

following in virulence in the order given after that of the

guinea-pig.

Shortly after inoculation of a susceptible animal, its tempera-

ture begins to rise, while even by the end of the first three hours

a few cocci are to be found in the blood, the number gradually

increasing till death ; for some time before which event, how-
ever, the temperature has ceased to rise and has the rather

fallen, so as finally to be several degrees subnormal. With
regard to the number of cocci in the blood, there are two
opinions held. One set of observers, of whom A. Frankel ^ may
be cited as an example, say that more cocci are to be found
after death than in the living rabbit, so that the multiplication

goes on post-mortem ; the other view may be expressed in the

words of Washbourn ^^
: "I cannot agree with those who con-

sider that the large number of cocci found in the blood at

the autopsy is due to a multiplication occurring after death."

When I come to discuss the series of inoculations which I have

to submit in the latter part of this paper, I shall have to give

in my adhesion to the former view rather than to the latter.

The pneumococci are usually especially to be found in the spleen

(which is very often considerably enlarged, and may be either

hai'd or soft), so that many more colonies will usually be

obtained by rubbing a piece of that organ over the surface

of an agar or serum-agar tube than by spreading over a like

surface several drops of the heart-blood. The lungs are usually

congested, often extremely so, but consolidations are never

seen in this acute septicsemic poisoning, probably because death

occurs too soon for such a local affection to have time to be

formed, and if death occur very speedily, in less than twenty-

one hours, the lungs may appear quite pale. Carl Frankel,^

indeed, specifically states :
" The lungs especially show no signs

of infection, and it is certainly not possible to say that the

lungs are a place of predilection (' bevorzugte stelle ') for the

bacterium."

On the other hand, in the case of two mice, the one, mouse
E,, dying in twenty-three days after inoculation, and the other,

mouse S, in two days, the lungs, hardened in Muller's fluid and
stained with carmine and by Weigert's method, showed in each

case many capsulated diplocci in the alveolar spaces, and in

neither case any fibrinous exudation ; they appeared congested

and slightly collapsed. In the case of mouse R, this was the
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only part of the body in whicli the pneuraococci were found.

If, however, in dogs and sheep the infective material is brought

into direct contact with the lungs, as by injecting it through

the chest-wall, you regularly get an intense inflammation of the

pleura, and not seldom the lungs are injected, and show more or

less patches of consolidation (Talamon, Gamaleia). True pneu-

monia in rabbits, with every characteristic sign, can be made by
injecting the bacteria into the trachea, this being the shortest

way of getting the bacteria into the lungs ; this experiment

was first performed by Monti. It is very interesting to note,

moreover, that if the cocci injected are partially damaged, as

by heating to 41° or 42° for a short time, or by the lapse of

time, the result of the inoculation is often not an acute septi-

casmia, but the production of patches of consolidation in the

lungs exactly similar to those produced by a local inoculation.

When death occurs at a late period, the most prominent
symptom is gi^eat emaciation, and in such cases a parenchy-

matous nephritis is often jDresent also.

Washbourn ^^ quotes Frankel and Reiche as having found in

cases of human pneumonia changes in the kidney epithelium,

and from the juice of these organs having obtained cultivations

of the pneumococcus. These oi-ganisms may very probably,

however, have been contained in the venous blood of the organ,

for in very severe cases of pneumonia the pneumococcus may
sometimes be found in the blood ; indeed, Wiirtz ^^ gives as a

prognostic sign of extreme gravity the presence of pneumococci
in the blood.

Serous inflammations are not infrequently found after

inoculation, as was very early remarked by Klein.^ I did not

see a peritonitis in any of the thirteen mice I examined, but
in one case (death in two days) there was double pleuritis and
pericarditis, and the exudation in each of these serous cavities

was swarming with capsulated diplococci. (It has been said by
other observers that pneumococci are very seldom to be found in

serous exudations.) In this case the blood also contained many
of the same organisms, a fact which does not agree with the

statement of Washbourn :
^^ "In all the cases where there was

pneumonia or pleurisy, the heart-blood only contained a few
pneumococci." In all these thirteen cases the blood clotted

rapidly, in some of them inconveniently so.

F.—The Production of Immunity.

Emmerich 1- found that if he injected rabbits with weak
cultivations, and gradually increased their strength, he could
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make the animals quite immune, so that finally lie could inject

30 c.c. of a virulent culture without injury. The bacteria

injected were killed in the course of some days, and the serum
of such an immune rabbit would cause the recovery (zur Heilung
bringen) of other rabbits and mice infected with the pneumo-
coccus.

F. and G. Klemperer^^ heated recent broth cultivations to

60° for one to two hours, and then found that immunity could

be conferred by the subcutaneous injection of 24 c.c, or in less

time, and by a dose of 8 to 12 c.c. if injected into a vein.

Washbourn,!^ working on the same lines, found that immu-
nity so conferred disappeared after the fifty-first day, and has

also produced a like immunity by the use of filtered cultivations.

In the same article he also mentions that Foa had used for a

like purpose a glycerine extract of the blood of infected animals.

As to the PROTECTIVE POWER of sora, Washbourn ^^ further

discusses this subject in another article this year, and there

states that the normal sera of the rabbit, guinea-pig, and fowl,

when inoculated in doses of 0.5 c.c. mixed with a dose of a

cultivation of the pneumococcus, will protect against the mini-

mal fatal dose of such a cultivation, although it will not protect

against ten times that amount. In 1895 ^^ (loc. cit.) he in some
measure corroborated Klemperer's statement that serum from
convalescent pneumonic patients possesses protective powers, by
one experiment in which the rabbit treated by a mixed dose of

culture and such serum died in eighty-seven hours, while the

control rabbit, who received only the culture, died in thirteen

hours. While in the direction of increasing the fatality of in-

oculation, he in seven experiments injected in like manner the

serum of a patient in the 'pyrexial stage of the disease, and
found that, while in one experiment both animals died in seven-

teen hours, in all the others the animal who had received the

pyrexial serum died before its control. These two sets of experi-

ments are certainly strongly in favour of the specific action of

the pneumococcus in the causation of acute croupous pneumonia.

G.—Now TO Consider the Action of Oxygen.

1. In Pneumonia.
2. On the Pneumococcus.

I. Ephraim^^ stated in 1890 that oxygen inhalations were

very useful in pneumonia and phthisis, according to Rehn,

Sacchi, and Pingotti, if asphyxia were threatening because of

the rapid extension of the process ; but only because the oxygen
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allowed an easier respiration. Dr. Pye-Smith ^° says in his

article on pneumonia :
" When dyspnoea is urgent, and the

patient apparently dying of cyanosis, the inhalation of oxygen
is a rational mode of treatment . . . and sometimes proves

remarkably useful."

The teaching embodied in these two quotations seems to be

the utmost limit with most physicians to the actual use of

oxygen in pneumonia. In this connection I have examined,

by the kind permission of Dr. Church and Sir Dyce Duckworth,
the records of 342 consecutive cases of acute lobar pneumonia
admitted into St. Bartholomew's Hospital, and of that number
oxygen was used in the treatment of ten cases only, and in

most of those cases apparently only as a last resort. I append
the notes as to its administration and effect :

—

Case D. J., 120.—-Note on seventh day: "Oxygen inhala-

tion ten minutes every hour." No note as to its effect. Crisis

on eighth-ninth day. Eecovery.

Case C. M., 178.—Note on sixth day: "Delirious and cyan-

osed ; oxygen given." No note as to its effect. Death on
seventh day.

Case C. M., 191.—Oxygen administered on fifteenth day.

Note: " Oxygen administered once, but of little or no benefit."

Recovered finally.

Case G. 31., 247.—Oxygen given on fifth day. No note as

to its effect. Death on seventh day.

Case D. J., 141.—Oxygen given for six hours on ninth day,

when case was considered almost hopeless. Note after three

hours' administration :
" Face more cyanosed." Death early in

tenth day.

Case JD. E., 38.—Note on seventh day :
" Oxygen was ad-

ministered and the cyanosis relieved, but not permanently."

Recovery.

Co.se C. F., 196.—Note on ninth day : "At i A.M. pulse

became very weak and colour dusky ; but condition improved
after increase of stimulant and inhalation of oxygen (ten

minutes every half-hour)." Recovery.

Case C. M., 33.—Oxygen ordered on day before death on
fifth day. No note as to effect.

Case C. M., 87.—-Note on tenth day, 5 p.m. :
" Condition

worse ; more restless and delirious ; colour much worse, face

livid
;
pulse weaker, volume much diminished. Oxygen gas

given as an inhalation with marked and rapid relief." Note
at 8 P.M. :

" Still inhaling gas ; colour improved, also volume
of pulse." Oxygen given at intervals up to thirteenth day.

Recovery,

VOL. XXXIV. G
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Case G. M., 162.—Note on tenth day :
" Inhalation o£ oxygen

at intervals, which seemed to give relief." Recovery.

It is quite evident from a consideration of the above notes

that the benefit when obtained could not have been from any
action on the pneumococcus in the lung, because, in the first

place, in only one case (C. M., 87) was it used for more than a

few hours in all ; and, secondly, the improvement noted was
always an immediate effect.

Yet there are two reasons, both founded on observation of

facts, that might lead one to suppose that if the lungs could be
kept filled with a super-oxygenated atmosphere for a consider-

able space of time, and early in the disease, some effect might
be produced directly on the pneumococci themselves, and so on
the course of the disease.

The first reason is founded on the post-mortem examination

of cases of croupous pneumonia. In such cases the greatest

number of pneumococci are always to be found in the youngest

part of the inflammatory mischief, in parts more particularly

which have reached the stage of "acute congestion," and not

yet become actually hepatised. Now, when one considers a

series of cases of this disease (post-mortem), it appears to be the

case that in many of them a fatal result would very possibly

not have come to pass had the disease process remained limited

to the part of the lung first attacked. There is very often to

be seen present a recent extension of the mischief to some
further portion of the pulmonary tissue, following on which
extension the patient died. To test in some degree the cor-

rectness of this impression, I have examined the records in the

Post-mortem Register of St. Bartholomew's Hospital of 32 con-

secutive examinations of cases of pneumonia (omitting one

other which is noted as " R. lung solid throughout, structures

too decomposed to describe), and out of this number I find

15, or rather more than 46 per cent, in vv^hich there was evidence

of a recent extension of disease. I append a few such

notes :

—

Report 65.—R. lung solid, except small area at extreme base
;

upper f grey, lower \ red, hepatisation.

Report 167.—L. lower lobe grey, and a large part of upper

lobe. R. lung, base congested.

Report 390.—R. upper lobe grey, middle lobe adherent to

upper lobe, and, where adherent, granular for a depth of \ inch,

showing extension of pneumonic process ; base engorged and
cedematous ; L. lung cedematous.

Thus, although one may perhaps admit that it would be prac-

tically impossible for an atmosphere such as indicated to be
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brought to bear on the portion of lung first involved, inasmuch
as by the time the aifection is frequently under treatment and
diagnosed that portion of the lung is already blocked and im-
pervious to air

;
yet if such a means of treatment should be

effective in preventing the extension of the activities of the

micro-organism in question to fresh fields of activity in the

lung, it would probably obviate a certain proportion of the

fatalities.

2. The second reason to be brought forward, and this as to

the possibility of oxygen having the action indicated, I have
endeavoured to investigate by certain experiments to be now
described, after first giving an exact quotation of the words of

Krnse and Pansini,io briefly alluded to previously : "Dass auf

der Oberflache des Agars die Mikro-organismen schnell abster-

ben . . . (319)." " In hohen Agarschichten ist die Lebensdauer
grosser . . . Daraus lasst sich schliessen, dass der Lnftsauerstoff

mit an der schddigenden Wirkung heteiligt ist (32O;." "Auch
auf fein verteiltes sputum dlirfte die desinficierende Wirkung
des . . . Sauerstoffs der Luft . . . eine bedeutende sein (323)."

(The italics are mine.)

In this investigation I did not propose to attempt to grow the

pneumococcus in an atmosphere of pure oxygen, as it would be

evidently quite impracticable to use such an atmosphere in the

clinical treatment of cases : my method was therefore as fol-

lows :—The test-tubes containing the cultures to be subjected to

the super-oxygenated atmosphere—that for the purposes of this

paper I label briefly " oxygen "—were very lightly (so ag to

permit of easy diffusion) plugged with sterilised "Egyptian
cotton-wool," and then placed in a glass cylinder about ten

inches in height and able to be closed by a glass lid tightly

screwed down on to an india-rubber washer. The pure oxygen,

obtained from a cylinder of that gas under pressure, was passed

to the bottom of the cylinder by a long rubber tube, and, when
most of the air was judged to be displaced, the lid was quickly

fastened down; the control tubes were placed in a similar

cylinder filled with the ordinary atmosphere. In order to have

a definite idea as to the percentage of oxygen thus present,

on two separate occasions I charged the cylinder, containing
" dummy " test-tubes, in the usual way, and, after placing them
in the warm incubator till the next day, as had been my custom
with the cultivations, I then submitted the contents to examina-

tion. The first trial was made by absorbing the oxygen by the

action of caustic potash and pyrogallic acid, and the second by
Hempel's nitric oxide method. In each of these two control

experiments the percentage of oxygen present was found to be
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43, so that this may be safely taken as the usual composition of

the " super-oxygenated atmosphere." Roughly, therefore, this

latter contained about twice the usual quantity of oxygen.

First to Consider its Effect on the Actual G-rowth
OF Colonies.

For this purpose I will tabulate only the inoculations in

which identical control tubes were made at the same time, and
I shall divide them into two sets: (i.) those made on serum
agar, and (ii.) those made on agar-agar, for the reason that the

effect of the oxygen seemed much more manifest in the case of

the former set than in that of the latter.

Table I.

—

Serum Agar.
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ones placed in air, twelve developed growth, i.e. 8o per cent.

The general conclusion to which I have come with regard to

comparative inoculations thus on serum-agar is that on the

whole the presence of the excess of oxygen is inimical to the

starting of a growth, but that if growth once begin it appears

to become acclimatised to the altered environment, and the

final condition of such colonies is not very different to that of

those grown under the usual conditions. The set K^ K^ K^
may be especially alluded to in this connection ; while in the

only instance in which duplicate inoculations were made from
a culture groivn in oxygen, K'^ and K^, the inoculation kept in

oxygen grew, while that in air did not.
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Table III.

—

As to Atmosphere of Source.

The following small table is that of some sub-cultivations

obtained from a twin pair of cultivations, of which one, M^,
had been kept in the oxygen jar, and the other, M*, in the air

jar. In addition, the sub-cultures from M^ were kept in oxy-
gen and the sub-cultures from M^ in air.

Age of
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in ordinary type while inoculations into mice are printed in

italics :

—

E
(Meningitis)

I

E3 (on

agar), O

H

E4
(on agar)

F (on
serum agar)

W
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one and a half days respectively after inoculation with six

days' cultures—according to the statement of Weichselbaum
and Monti (quoted above), the eai'lier and the fresher the

disease process, the more of the diplococci are present, and
the later, the fewer, wherefore one would expect a greater

number to have been found in J and K than in S and T,

but, on the contrary, by far the larger number were present

in S and T, which were examined a day and a half after death,

and not in the pair which were examined on the day of death

itself. So that, for these reasons, I cannot but agree with the

teaching of Frank el on this point rather than with that advanced
more recently by Washbourn, and believe that a considerable

multij)lication of the number of pneumococci in the blood does

tiake place after the death of the host.

Finally, as to the apparent influence of the Oxygen, as

measured by the time between inoculation and death. In

cases L and M and N and 0, where the dose was very
unequal, the more fatal result was simply on the side of the

larger dose, and one cannot draw any decided conclusions as

to the action of the differing atmospheres one way or the

other. Then, in cases H and I, inoculated from agar-agar

cultures, on which class I have given reasons above for sup-

posing that oxygen has less influence then on serum-agar
inoculations, there was a difference of three hours in three

days, so that the virulence may be stated as being in the

ratio of 71 to 74, or, taking the virulence in air as 100, the

virulence in oxygen was 104. But, in P and Q, inoculated

from serum-agar, the virulence measured in the same way was
as 100 to y6; while in P and Q, inoculated from agar-agar

after two days longer for the atmospheric conditions to have
an effect, the proportions were as 100 to 75.

Conclusion.

Taking the foregoing observations altogether, therefore, I

am led to conclude that a super-oxygenated atmosphere (in

this case, as stated above, having about twice the usual pro-

portion of oxygen) has some effect in lessening the power of

growth and the virulence of the pneumococcus.
Doubtless some more decisive information could be obtained

by making cultures in a similar way to that described above
and growing them in an atmosphere of pure oxygen, or any-
how one having a much higher proportion of that gas than I

have employed ; but such an investigation was outside the scope

of the present inquiry, for the clinical reason already stated.
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STOMACHIC PHENOMENA DURING

CHLOROFORM ANAESTHESIA.

BY

RIOHAED GILL.

There are two series of phenomena which may occur during

chloroform angesthesia, and, probably because of the irrgularity

of their progress, more certainly because of their mode of onset,

they are apt to create alarm on some occasions, and on others

more anxiety than is warranted by the true manner of their

causation.

When, within a few seconds, breathing is suspended by the

normal process of reflex inhibition, there is undoubtedly suffi-

cient ground for alarm, but this should be confined to a reason-

able limit, and never reach such a degree as to seriously affect

our judgment. And unless a complete survey of all the forces

in operation be made, including the degree with which each

force is acting, there is too great a tendency to ascribe the

untoward but quite natural event to the direct and abnormal

influence of chloroform. A rapid change comes over the aspect

of affairs, and the state of the patient becomes at once critical.

There is but very little time to come to a conclusion ; it is easily

seen that the patient is off the normal lines of angesthesia, but

what is the cause of the deviation ? At such a juncture it is

not necessary to inquire into the cause or causes. What is

imperative is to be quite sure all our efforts are efficiently

directed towards recovering the patient. And, fortunately for

the chloroformist, the treatment, whatever may be the cause or

combination of causes, is with some minor differences always

the same. But though knowledge of the cause is not absolutely

requisite, provided the proper treatment be applied, yet it is of

use in dissipating our fear, and tending to the maintenance of

that equanimity without which error may be committed. The
knowledge of causation, therefore, whether simple or complex,
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creates confidence in the chloroformist. If the right road be

lost to him, he has observed, if time permits, the antecedent

changes ; he knows the exact abnormal path the patient is,

despite his precautionary measures, forced to take, and conse-

quently he proceeds without fear to steer clear of the immediate
and secondary effects of the complicatory cause. On the other

hand, if he finds his patient in an abnormal state, and is ignorant

of the cause, alarm and anxiety under these conditions are of

no avail. What is needed, and the need is immediate, is to

direct the patient into a position of safety.

In the second series of abnormal phenomena which affect

the two prime functions of circulation (primarily, systemic

;

secondarily, cardiac) and respiration (sympathetic), there must
always be cause of anxiety. But this anxiety has, or ought to

have, reference not to the new path which the patient has

entered, but to the accuracy with which the angesthetic has

been administered. For in all instances of complications, asso-

ciated directly or indirectly with the stomach—and it may also

be added from all other causes—patients recover best and
easiest when chloroform is present in the minimum or anges-

thetic amount. And just as the occurrence of a complication

obscures the proper range of action of chloroform, so all excess

of chloroform interferes with the natural progress of the com-
plicatory cause—a result which may have a serious influence on
the patient's safety, though in itself, and apart from the pre-

sence of complications, it does not threaten immediate danger

to life. And my opinion is that the various and often widely

differing descriptions of grave states, sometimes ending fatally,

depend on the concurrent action of several forces which in suc-

cessive cases are differently combined and exercise varying

degrees of effect in their combination. But these forces do not

always come into operation simultaneously. Hence there is the

danger of overlooking the remote effects, which may, if we take

the example of the falling back of the tongue, be more deadly

than the pi-imary ones.

The phenomena to which allusion has just been made com-
prise—(i.) Changes in the respiration and the terminal arteries

controlled by the vaso-motor system ; and (2.) Secondary effects

consequent on these primary alterations. Respiratory varia-

tions affect sympathetically the frequency of the heart's action.

Vaso-motor constriction, associated with pallidity, is followed

(after a temporary effort of increased vigour) by a diminution

in cardiac strength. Thus the heart is secondarily influenced

by two causes. Sweating also is a frequent phenomenon, and
the pupil may undergo dilatation, but this is not constant

;
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and the dilated pupil of stomachic disturbance reacts readily to

light. These complications may occur with surprising rapidity

and without any appreciable warning, or they may be preceded

by premonitory signals and pass through well-defined stages,

which may vary in intensity and duration. In order to become
familiar with their nature it will be best to describe typical

cases.

I. The first case is one in which the attempt to prepare the

boy for operation had signally failed. He was an only child

and an heir ; it had not been thought necessary to acquire the

services of a nurse—the operation was for adenoids—and a

copious meal had been given one hour and a half before the

time appointed. There had been no prolonged anxiety under-
gone by the little patient, which so often acts unfavourably in

older people. He was brought into the room set aside for the

operation from the garden, where he had been playing, hurriedly

undressed, and placed upon the table. Chloroform was admini-

stered, and the gag applied before angesthesia was attained.

When the breathing became automatic, indicating unconscious-

ness, and, after a little while, the pupil became pinpoint, indi-

cating the anaesthetic degree of unconsciousness, the patient

was placed on his right side. Up to this period, there had
been no change in the colour of the complexion. As the

operation was about to be begun, the face became rapidly

pallid and respiration was suspended. There was a short

interval of a few seconds, during which the residual chloroform

in his lungs was expelled by squeezing his lower ribs ; the pupil

remained pinpoint, and there was no difficulty presented by the

tongue. The patient next inspired deeply, and immediately
afterwards vomited a very considerable quantity of foodstuffs

in various stages of digestion. After which, with the recovery

of respiration, his colour returned, the pupil still remaining
pinpoint ; and thus being in a proper state for operation, the

adenoid growths were extracted and the tonsils removed without

any further mishap. The onset of the complication was rapid,

and the return to the normal state after the removal of the

exciting cause was also equally rapid. The operation over, the

blood was removed from time to time, the gag being still applied,

and at the end of five minutes approximately there were signs

of returning consciousness ; the pupil began to dilate and the

conjunctival reflex was present. But with the advent of return-

ing consciousness, the respiration was observed to become
shallow, the face pale and covered with perspiration, and the

pupil was widely dilated. This condition continued for a few
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minutes, when before a second attack of vomiting the breathing

was arrested in full inspiration. But this time the vomited
matter consisted of black blood, which he had swallowed during

the operation, and which had become altered during its short

stay in the stomach. When the second act of vomiting ceased

the little patient became conscious very quickly and was put

to bed.

Two points stand out prominently in this complication.

First, the necessity of constantly watching the patient, so as to

detect at its outset the deviation from the normal course of

angesthesia ; and secondly, the value of preparation, in order to

prevent, at any rate in the earlier stages, the stomach from

acting. And, in my judgment, many of the grave situations

arising in the progress of aneesthesia originate in the stomach.

So much so, that if the influence of the stomach could be
abolished, I believe one-half the number of fatal cases would
disappear. But it is impossible in every instance to achieve

the desired condition of a quiet stomach. In infants and young
children angesthesia has to be induced with the contents of the

stomach in every stage of incomplete digestion. It is amongst
the very young, as evidenced by experience in the Surgery of

St. Bartholomew's Hospital, that stomachic disturbance is most

prone to occur. And unless care be taken to regulate and
control the action of chloroform, they also provide by far the

larger group of mixed complications ; that is to say, while the

stomach is in a state of activity, the influence of chloroform

may become excessive in one of two ways. Relatively, when
the amount is not diminished in accordance with the shallow-

ness of the breathing, the lungs thus becoming overdosed, and
rendering artificial respiration necessary at the moment the

stomach inhibits respiration, antecedent to the act of vomiting

;

or absolutely, when in the case of the irregular administration

of chloroform, there is an overdose introduced not only into the

lungs, but into the blood as well, and when the overdose is

gradual in its progress, the danger is all the more. To steer

clear of this danger, method in the administration of chloroform

is practised so as to limit the range of its action, and this

method should on no account be departed from. For it is an
axiom that, given normal conditions, the effect of chloroform is

ruled by its quantity, and this quantity is determined by the

amount and quality of the blood into which it is absorbed and
upon which it directly acts. For if no such method be used,

there can be no constant state of angesthesia, and without the

limitation of the chief agent, there can be no means of ascer-

taining the effects of other agents, and of elucidating the causes
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of phenomena, which occur during chloroform angesthesia, and
which tend to obscure the action of chloroform, but which have
nothing to do with its proper effects.

The object, therefore, of limiting the influence of chloroform

to its minimum or aneesthetic degree is of the very first import-
ance. For, first, chloroform can thus never of itself act in a

way which may be injurious, even for a short while ; and,

secondly, it becomes possible to define with accuracy the effects

of another cause acting concurrently with it. It becomes,
therefore, matter of ease, from the observation of abnormal
phenomena, and the separation of those which are similar into

particular groups, to study the causes of these complications,

and when found, to counteract them. Thus slight mechani-
cal obstruction to respiration is removed, and the action of

the stomach allowed to continue without confusing the effect

of chloroform. And in this way alone is the complication

defined, obscurity dissipated, and anxiety set at rest.

In the typical example just narrated there is shown the

reward for being prepared for all eventualities. In the first

place, the mouth was open, and the air could enter freely or as

freely as was determined by the naso-pharyngeal and tonsillar

obstructions. In the second place, chloroform was present in

the minimum dose. The tongue and jaw gave no trouble on
this occasion. But they may at times, and it is always best to

be quite sure that they do not add any increase to the already

existing obstacles to breathing. If there had been excess of

chloroform in the lungs, a longer period would have intervened

before a full inspiration was possible. If an excess in the

blood, as measured by the degree of dilatation of the pupil and
its sluggishness or insensitiveness, the interval would be further

prolonged and the danger to life proportionately enhanced.
But it may be objected, and it is well to take the objection

from the first, Is this in reality a case of stomachic action

during chloroform angesthesia ? Is it possible for the stomach to

act while the patient is angesthetic ? And the reply is, that in

human kind, involuntary organs are not affected by chloroform in

any dose, anaesthetic or narcotic, with a single reservation. And
this reservation consists in the interference to their nutrition

caused by the presence of a foreign substance in the blood, not
simply circulating in it like many drugs, but acting upon it.

For if observation be made, with varying amounts of chloro-

form, it will be found that as the quantity of chloroform is

increased, so the arterial blood loses its bright red hue, and
becomes dark. It also undergoes another change, and, losing

its consistency, takes on the character of venous blood. An
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excess of chloroform in the blood, therefore, points to a de-

crease of oxygen—a conclusion which is supported by the

presence of those other phenomena associated with the de-

oxygenation of the blood, viz., the distension of the veins, the

lividity of the complexion, the dilated pupil, the laboured

breathing, and the increased tension (at first) of the pulse.

But does the action of chloroform stay here, with a diminution,

varying in amount according to the quantity used, of the

oxygen in the blood ? By no means. As the action of chloro-

form is increased, it passes from a simple interference with

oxygen suppl}^ to the destruction of the coloured blood cor-

puscle, the oxygen carrier. Chloroform may circulate in the

blood, with a minimum amount of disturbance, when it is

limited to the degree of anaesthesia, but beyond this stage

chloroform becomes pernicious, and with the gradual or rapid

destruction of the coloured corpuscles, acts as a blood-poison.

Chloroform, therefore, interferes with the functions of the

stomach so as to cause their delay or arrest only when it is

present in a poisonous dose, and it exercises the same deadly

effect on every other organ of the body. With chloroform

present in the least amount necessary for the object in view

—

anaesthesia—its influence upon the stomach must thus be the

least possible so far as nutrition is concerned. But clinical

experience provides further proof in favour of stomachic action

during chloroform-anaesthesia. It is well known that during

returning consciousness after chloroform there is a tendency

to sickness. All the signs may be present which indicate

stomachic disturbance, but the discriminating signs are the

dilated pupil, which is always sensitive, and the occurrence of

movements which are always purposive. If this deviation from
the normal course of anaesthesia happen during the progress

of an operation, the remedy is to augment the amount of

chloroform to the degree necessary to maintain the patient

in a state of aneesthesia. This deviation from the normal is

a fault of administration and is easily corrected. To assume,

however, that all instances in which stomachic phenomena
occur are due to the same cause—a decrease in the amount of

the agent in use, and put into force the same treatment—the

addition of chloroform—without any regard to the presence

and interpretation of the determining factors, involves very

considerable danger to the patient. And upon this danger it

is impossible to lay too particular stress. For if observation

be constantly and closely carried out, and records taken at the

time, there will be found, after a consideration of all the cases

in which the phenomena proper to stomachic disturbance are
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present, two distinctive sub-groups ; one in which the pupil is

contracted or even pin-point, and the other in which the pupil

is dilated and readily reacting to light. Further, in the sub-
group of the contracted pupil there will be seen two divisions

—the first characterised by the maintenance of the contracted
pupil, and the second by the onset, in the course of the com-
plication, of its dilatation. This difference is explained by the
varying conduct of the stomach ; when its action is quick,

there is, apart from the complication, no other disturbance to

the normal course of ansesthesia. On the other hand, when it

is sluggish, the reflex influence on the respiration may be so

intense as to prohibit the administration of chloroform for a
while, and thus decrease its amount in the blood. Now, if this

rule be neglected of varying the quantity of chloroform with
the altered state of the breathing in the group of cases charac-
terised by the contracted pupil, the danger is run of over-

loading the lungs just at the very moment when they ought
to be as free as possible of any mechanical obstacle. For when
the stomach is about to empty itself, respiration is arrested in

full inspiration. If this be unhindered, vomiting pursues its

natural progress. But if the conditions be unfavourable, if a
temporary excess of chloroform be present in the luDgs, then,

when respiration is reflexly arrested, artificial means are needed
to place the patient in a position of safety. Thus from in-

complete observation, in other words, from assumption, there
springs the origin of all that is obscure and much that may be
disastrous. For (a) it is no small error to mistake cause for effect,

and (b) when a patient is normally anaesthetic as determined by
the period antecedent to the complication and by the persistence
of the contracted pupil during it, which in itself is a sign of

unconsciousness and measures the degree of it, to attribute all

stomachic phenomena to returning consciousness, and (c) in de-
fiance of the existing conditions, respiratory inhibition and
vaso-motor depression, to hazard the life of the patient on
a dogma.

The second typical example is as follows :—The patient, a
young and healthy man of twenty years, was prepared for an
operation—the radical cure of a right inguinal hernia. He had
not previously exhibited any signs of fear, and the induction of

chloroform-angesthesia was normal. During the early stages of
the operation there was observed some irregularity in the abdo-
minal movements complicating their automatic action, and there
were heard rumblings of the intestine. All these disappeared,
but shortly afterwards were followed by an appreciable decrease

VOL. XXXIV. H
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in respiratory action, as shown by the restrained action of the

abdominal muscles. With this altered state of the breathing

there was noticed a slight pallor of the complexion. The
amount of chloroform was at once diminished in response to

the new conditions presented by the patient, and the jaw and
tongue put into their normal position, so as to ensure absolute

patency of the respiratory passage. There was no change in

the state of the pupil, which remained pin-point. As the

breathing became still more and more shallow, and the com-
plexion more and more pale, the chloroform was further reduced,

till, the breathing becoming almost imperceptible, it was dis-

continued. At this juncture the patient was perspiring freely,

the pulse was thready and its frequency increased ; but the

pupil remained pin-point throughout. The duration of this

stage of the complication, from its beginning up to the moment
when respiration was inhibited almost to the point of suspen-

sion, was about twenty minutes. At last breathing was arrested

in full inspiration, and the contents of the stomach expelled.

These consisted of gastric mucus, some of the saliva which had
been swallowed, and yellow bile. During the process of vomit-

ing the complexion became first of a normal colour, then con-

gested ; the pupil dilated, but easily reacted to light, and the

pulse returned to its natural volume. With the cessation of

stomachic action the patient resumed the normal condition, and
the operation, which had not been interrupted by this long-

continued complication, was completed without the occurrence

of any other abnormal phenomena.
This instance allows of some interesting and instructive com-

ments. And, first, reference may be made to the insidious

progress of the signs and the time occupied before they reached

the stage of maturity. The value of close observation, in order

to detect at its beginning the play of a collateral factor acting

concurrently with chloroform, is justly appreciated. It makes
us direct our effort less to chloroform than to the subsequent

and anticipated results of the action of the stomach. Before

the act of vomiting can take place the respiratory machine,

already inhibited by internal reflex inpulses, must be free of

even a slight excess of chloroform in the lungs ; and the new
phase of the respiration, traced to its true cause, points to a
reduction in the amount of chloroform given, this being dimin-

ished at the earliest manifestations of respiratory inhibition

and vaso-motor disturbance, and still further reduced pari
passu with the increasing shallowness of breathing.

If this reduction in the amount of chloroform, in order to meet
the new condition of respiration, be not practised, then there
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follows of necessity a gradual overdose in the air-passages,

which again is followed hj an equally gradual overdose in the

blood. Thus the respiratory machine becomes trammelled in

its functions from two sides. It is reflexly inhibited, and the

restrained action is aggravated by either an absolute or relative

overdose of chloroform in the air channels (interfering with the

efficient transit of air), and by the congestion of the lungs
consequent on an increased amount of chloroform circulating

in the blood. Hence is explained the differences in the lengths

of time in recovering patients from states of gravity in which
chloroform plays a part, but, fortunately, when it has been
methodically administered, only a secondary one. If no method
be used to define and limit the action of chloroform, then the

resulting overdose may become absolute, and the danger to the

patient is proportioned to the amount of chloroform in excess.

But however close our observation may be, yet from an acci-

dental attribute of the course of this complication—its tendency
to an almost imperceptible progress—another factor may appear
to deceive the sense. The respiratory machine may be reflexly

restrained, but in order to meet and if possible overcome the

mechanical obstruction supplied by a relative overdose of chloro-

form in the lungs. Nature puts forth her reserve powers, and
brings into action the extraordinary muscles of respiration.

But though the false state of the respiratory machine may thus
lull our sense into a deceptive security, an examination of the
pupil will at once put us on the right track. For it is a conclu-

sion drawn from experience that, with an overdose of chloroform
in the blood, the pupil becomes dilated, the degree of the dila-

tation cori'esponding to the amount of the excess. If, therefore,

an overdose of chloroform methodically administered be very
gradually and otherwise imperceptibly introduced into the blood
through respiratory changes, observations on the state of the
pupil will lead us, where it is beginning to dilate, at once to

inquire into the cause.

And this is an example to warn us that we should never
trust to any single sign, for each, under set conditions, is

fallacious. Did we trust to the respiration without reference

to the pupil, the state of the patient would tend to become
more and more grave. Thus, as the gradual accumulation of

chloroform in the blood is proceeding, the right side of the
heart is becoming distended, and in a manner so gradual that

it may escape detection. But the heart cannot continue in this

abnormal state for any length of time. In the first place, it

has a mechanical obstacle to contend with—the distension,

reaching, perhaps, by slow degrees to over-distension of its
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right side ; and in the second, its nutrition is being continuously

degraded, from the presence of a poisonous but not immediately

fatal dose of chloroform in the blood, interfering with the due

and proper amount of oxygen necessary for normal nutrition

—

an interference which is temporary at first, but afterwards by
the destruction of the coloured blood-corpuscles becomes per-

manent. Much, therefore, depends u]3on the initial vigour of

the heart and its capacity to overcome the obstacles thrown ia

its way. If these be too great, it fails, while the respiration

may continue. But let it not be supposed that chloroform in

these complicated conditions is the prime and only factor in the

causation of death. Such a catastrophe would be impossible

without the reflex inhibition of respiration caused by stomachic

disturbance ; for it is just this alteration in the state of the

respiration which leads, if the ansesthetic be not reduced as

directed above, to the very evil which it ought to be our utmost

endeavour to avoid.

In this complication the observation of the pupil will with

all certainty inform us what is the exact degree of the action

of chloroform; for if the pupil, after having been pin-point,

becomes gradually dilated or remains at a moderate state of

dilation after the onset of the complication, it is with one

exception due to the over-action of' chloroform. (And this

over-action is relative when chloroform has been methodically

administered, but the method has not been changed to meet the

abnormal condition of the breathing.)

The exception alluded to affects the condition of the air-

passages at that part where the tongue is prone to fall back and
carry the epiglottis with it over the entrance into the larynx.

When vaso-motor disturbance occurs as a consequence second

in point of time after respiratory inhibition of stomachic action,

the muscles are relaxed, and the tongue, taking the position

gravity gives it, may obstruct more or less, or may even block

altogether, the road to the lungs. And here, again, it may be

remarked that the less the degree of obstruction, the greater

the danger from the gradual and unobserved increase in the

amount of carbonic acid in the blood. There is another factor

to be attended to besides the variations in the phenomena of

stomachic action and the alterations in the amount of chloro-

form administered. It is to keep the air-channels as patent as

they can possibly be kept during the continuance of the com-
plication. In every instance, even in typical cases of anaesthesia,

our attention ought never to be diverted from this object ; for

oxygen, being the natural opponent of chloroform, must always

be present in sufficient amount to prevent its destructive effect
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on the coloured blood-corpuscles. And this pernicious action

on the part of chloroform is accelerated when circulation is

impeded, as by the congestion of the lungs and by the presence

of an excess of carbonic acid in the blood. Mechanical obstruc-

tion in the air-channels, caused by the dropping of the jaw or

the falling back of the tongue, becomes a twofold source of danger.

First, it hinders the normal aeration of the blood, and secondly,

if chloroform be administered under this dangerous condition,

it permits of the oxygen-carriers becoming more easily destroyed

than would be the case if they contained their proper amount
of oxygen.

Examples I. and II. show in a well-defined manner the

differences in mode of onset and progress of development of

complications immediately consequent upon stomachic disturb-

ance, and between these extremes experience presents us with

every variety of degree. It is probable that these variations

depend upon the stage of digestion the contents of the stomach
have reached. But vomiting does not always follow the appear-

ance of these abnormal phenomena, and this exceptional

deviation from the usual progress of results suggests the idea

of the stomach emptying itself sooner than is its wont into

the small intestines.

It will be seen the phenomena associated with stomachic

disturbance affect directly the respiratory and vaso-motor
centres ; the heart is but sympathetically influenced in order

to become adapted to the altered breathing and the contracted

arteries.

With regard to Example III., it is questionable whether it

should find a place here, even though the phenomena involved

are in some part the same as presented by II., and in another

have more than a mere superficial resemblance. In Example
III. the stomach is indirectly affected ; it is not, as in II., the

immediate and sole existing cause of the complication. The
cause of Example III., a typical instance of vaso-motor disturb-

ance, arises in nerve stimulation. The sympathetic nervous

system most readily lends itself to this complication, and it is

exaggerated when the parts containing the nerves are inflamed,

and when traction is exercised upon them. Thus, in operations

for («.) intussusception, when the bowels are withdrawn and
the invaginated part disengaged

; (&.) removal of the appendix,

when the surrounding parts are in a state of inflammation
;

(c.)

dissecting out of cysts which are fixed by the broad ligament.

The general nervous system offers instances when many and
large nerve-trunks are cut through almost simultaneously, as in

amputation at the hip. The phenomena primarily affect the
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vaso-motor centre, causing contraction of the terminal systemic

arteries ; and the respiration and the heart are both influenced

secondarily in order to meet the new distribution of the blood.

III. A youth, aged twelve, was prepared for the operation of

the removal of the appendix. He was a pale-faced but well-

nourished boy, and his demeanour during the early period of

the induction of chloroform-anassthesia proved that he was sub-

ject to considerable alarm. Angesthesia was effected in seven

minutes, the pupil being pin-point ; the operation was in pro-

gress up to the moment when the appendix was drawn out of

the wound, the anaesthetic state of the patient having continued

constant. Coincident with the displacement of the appendix,

the complexion became blanched, the pupil, which had never
varied, remaining pin-point. The pulse was, at this juncture,

perceptible but very small; the breathing continued, but be-

came, and very rapidly so, more and more shallow with each

successive inspiration. At the end of the sixth inspiration, the

pulse could no longer be felt at the wrist ; and with the breath-

ing now almost in a condition of arrest, the pupil began to

dilate. The boy's head was then allowed to hang over the end
of the table and the lower extremities raised ; a finger was
placed in the mouth and the tongue pressed forward, so as to

prevent mechanical obstruction to the air-passage, for every

muscle was now in a state of profound relaxation. In this new
position breathing was gradually restored without any artificial

help ; the pupil immediately contracted, and with the improve-
ment in respiration the colour returned to the cheeks, and at

the end of fifteen seconds (approximately) from the lowering of

the head, the pulse could be felt at the wrist. At the end of

one minute the pulse and respiration having in the meanwhile
resumed their normal characters, the boy was replaced on the

table, and then it was noticed that he had perspired very freely.

A mixture of chloroform and ether in the proportion of two
and one was used for the ensuing five minutes, followed by
chloroform alone. Care was taken to keep the lower jaw for-

ward, so as to counteract any tendency to backward displace-

ment. The operation was completed, and the patient made a

successful recovery.

This is a characteristic example of vaso-motor faintness.

And it is a complication very prone to be met with among
neurotic subjects. The alarming rapidity of its progress stands

out very prominently ; but fortunately not all cases of vaso-

motor faintness assume a like severity. The rule is that there

is a greater or less interval, but not longer than ten minutes in
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my experience, between the accession of the systemic circu-

latory disturbance and the depression of the vital forces to their

lowest point. And it is during this interval that we inay

observe the manifestations of reflex stomachic phenomena,

which are to be differentiated (i) from signs of sickness during

returning consciousness
; (2) from stomachic action during

chloroform-anjesthesia. And here it must once more be re-

marked, that the onset of pallidity has nothing whatever to

do with the heart. When opportunity is favourable, and the

finger be placed over the apex, it will be noted that while

the pulse is becoming smaller, the heart itself is beating with

slightly increased vigour ; but the blood being temporarily lost

to the systemic circulation, this access of energy disappears,

and the heart's action becomes proportioned to the reduced

quantity of blood it has to propel. And for the same reason,

the respiratory machine is sympathetically depressed, and may
be momentarily arrested. It is well to observe the sequence of

these phenomena with precision, otherwise the tendency is

great to fall into the error of false causation ; and also to note

the intercurrence of particular respiratory phenomena, consist-

ing in the varying inhibition of the movements of the dia-

phragm,—hiccough and attempts at vomiting: sometimes a

little mucus is expelled. And it is just these phenomena,
which are only part, and a minor part, of the main complica-

tion, which tend to bias our judgment, if we do not properly

interpret them, and may therefore exercise a prejudicial influ-

ence on their treatment. They are indirect, collateral effects

of a cause seated elsewhere, and not the immediate effects of

direct stomachic action. And they owe their being to the

proximity of the vaso-motor centre to the respiratory and
vomiting centres. When these vaso-motor phenomena do not

reach a severe degree, the only care to be taken is to keep the

respiratory channel fully patent, by regulating the position of

the tongue and jaw. Of course the amount of the angesthetic

is to be reduced to meet the new condition of respiration. But
if danger be apprehended two things are necessary : the first

consists in lowering the head and raising the legs, so that the

blood in the upper great vessels shall be able to reach the

medullary centres with the greatest ease ; and the second, in

being quite sure that no obstruction to breathing be offered by
the tongue and jaw.

In vaso-motor faintness the greater part of the blood in the

systemic passes into the portal circulation ; and provided there

are no inter-current complications, the redistribution of the

blood takes place without any extraneous help, when the con-
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ditious above stated are present. But if the position of tbe

tongue and jaw be not efficiently maintained, if there be partial

or complete obstruction to respiration, the untrammelled action

of which is now of paramount importance to the recovery of the

patient, death may occur (a) from syncope because the blood does

not return with proper rapidity into the systemic circulation,

and thus causes the failure of the heart's action, or (&) from

asphyxia. What is the proper rapidity with which the blood

should pass from the portal into the systemic circulation ?

This is defined by the unfettered natural action of the respira-

tory machine. Breathing has been depressed, and it can only

return to its former state of proficiency (
i
) after the action of

the Stimulus which has caused the depression has ceased, and

(2) when there is no obstruction to the entry of air. But would
it be prudent to help the depressed state of respiration in its

earlier stages by artificial means? Jf there have been no excess

of chloroform present in the lungs, and the respiratory passages

are normally patent, there should be no undue hurry. So long

as gradual progress be made, Nature should be left to herself to

effect complete restoration ; each depressed function thus acts

harmoniously with its neighbour by supplying its wants at the

time, and these wants are gradually increased. As an organ

recovers, so its neighbour follows ; but if, the heart's action

having been reduced to its lowest point, blood was violently

returned to it by artificial respiration in such quantity as to

stimulate it to great exertion, for which at the time it is not

disposed after its period of diminished action, in my ojDinion

harm would be created, and the interference to the natural

progress of the cardiac function might end in its final arrest.

Artificial respiration is only of use (i) when at the onset of the

complication there be any doubt as to the presence of a relative

excess of chloroform in the lungs ; and (2) when in the course

of recovery respiratory obstruction has been present, and perhaps

unobserved. In this latter contingency the colour of the com-
plexion would change from pallidity to lividity, and the pupil

continue partially dilated. By restoring the complete patency

of the air-passage, the first step is taken towards getting rid of

the excess of carbonic acid in the blood. But before the blood

becomes normally oxygenated there is an interval, and this

interval is shortened by the judicious practice of artificial

respiration. Thus the obstacle to the flow of blood to the

heart is removed in the shortest possible time. And when the

complexion approaches the normal colour, and the pupil be-

comes small, artificial means may be withheld.

But, as in the case of stomachic action, the objection is
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brought forward that the patient is not sufficiently " under," as

it is called, and the signs of sickness are put down to returning

consciousness. So, in Example III., it may be said that the

phenomena described could not take place provided the patient

was properly made insensitive to the transmission of all stimuli

by the action of chloroform. Again, it is a charge of error in

administration, but it is a charge based upon assumption which
experience proves to be erroneous. It is assumed the effect of

chloroform—and the degree of action is not defined—is to pre-

vent the transmission of stimuli, whether starting from the

nerve-ends or from some part of the nerve-trunk. ISTow, expe-

rience teaches us that when angesthesia is present, ordinary reflex

action is by no means universally abolished. Because it is lost

here or there by reason of a comparatively large blood-supply, as

when incisions are made in the skin, it does not necessarily

follow that the nerve-trunks, which have a relatively less blood-

supply, are incapacitated from transmitting stimuli. The fact

is they do so and with readiness, but only when the patient is

in a state of anesthesia. If, however, the action of chloroform

be increased, if instead of angesthesia, as determined by the

contracted state of the pupil, the state of narcosis be induced,

with the pupil varying in dilatation proportionately to the

excess of chloroform present, then the capacity of the nerves

to transmit and the nerve-centres to reflect stimuli is perceptibly

diminished. Supposing a patient to be in a state of chloroform-

narcosis ; the effect of nerve-stimulation is dulled, and this

achievement might be regarded as being itself beneficial. But
if it cannot be arrested, the nerve-centres concerned must be

affected more or less, and the phenomena described in III. occur

in the ordinary course, but with less severity. Can the nerve-

trunks and nerve-centres be paralysed by chloroform so as to

prevent the transmission and reception of stimuli ? Yes, by so

overloading the blood with chloroform as to arrest their nutri-

tion. But this means not simply an arrest of nutrition of

nerves and centres, but arrest of nutrition of all tissues of the

body. The achievement of this particular good, therefore, can-

not be attained without at the same time bringing about a
general harm which would without any doubt involve somatic

death. Nerve-paralysis being thus out of the question, let us

consider the geiieral condition of the patient in whom chloroform-

narcosis is induced in order to counteract as far as possible the

effects of nerve-stimulation. The blood is dark, by reason of

the excess of chloroform in it, and being Avithout its normal
amount of oxygen, it is in an unfavourable condition to carry

on the nutrition of the body. The lungs ai^e congested, and
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with this state of congestion interfering with the interchange

of oxygen in the alveoli with the blood in the capillaries, there

is associated venous distension and distension of the right side

of the heart. A delay, greater or less, according to the degree

of narcosis, exists in the communication between the right and

left sides of the heart, and respiration is laboured (i) by the

increased amount of chloroform in the air-channels, which is

necessary to bring about narcosis, and (2) by the congestion

of the lungs. The position of the patient is one which is

eminently adapted to prevent the free access of air into the

lungs and to delay the transit of imperfectly oxygenated blood

to the left ventricle. But these are the very conditions—the

free access of air and the natural unimpeded passage of the

blood from the lungs to the heart—that are essential to the

immediate recovery of a patient from vaso-motor faintness.

But it is allowed the degree of this complication is less intense

when chloroform-narcosis is induced. However much or how-

ever little the difference, there must always be a transference

of blood from the systemic to the portal circulation. And the

whole question rests on the ease and rapidity with which this

displaced blood is returned to its normal quarter. There is a

mechanical obstruction at the lungs, but this need not neces-

sarily be great enough to oppose its passage successfully, though

it may be in conjunction with the depression associated with

vaso-motor disturbance, and at any rate it will prolong the

time it takes to reach the heart. The great danger lies in the

change to which the heart is exposed. Its nutrition is already

degraded by the impoverished state of the blood. Its function

is already embarrassed by the abnormal distension of its right

cavities. And it is now subjected to a farther trial, a diminu-

tion in the amount of blood sent to the left ventricle, which is

followed by a decrease in the imperfectly oxygenated blood

supplied to its tissues. Is the heart placed by these means in

a condition the most favourable to withstand the consequences

of temporally derangement of respiration ? Is it prudent to

run such enormous risks in order to attain, if it be attained, a

very doubtful benefit ? In my opinion all degrees of chloroform-

narcosis are dangerous, even when induced for a particular end

(as I think erroneously), and allowed to continue until that end

is gained. Experience proves that ordinary ansesthesia is suffi-

cient to meet the demands of all operations, even the most

severe. Out of 900 successive major operations in which

chloroform was administered and anaesthesia constantly main-

tained, there were seven cases which manifested vaso-motor

disturbance, and of these only two were severe, necessitating
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just those remedies which are used in ordinary cases of faint-

ness. But in addition, the patient being unconscious, means
were taken to ensure the full patency of the respiratory passages.

In none was there any interruption to a quick recovery, and

provided that the complication be taken at its beginning, it is

difficult to see how there can be any danger. The complication

arises and it has to be dealt with, and it is my experience that

in this, as in all other complications, those patients recover

quickest and best who are at the time of their occurrence under

the influence of the minimum or anaesthetic dose of chloroform.

The physiological explanation of the phenomena arising

during constant ansesthesia, provided by the Examples I., II.,

and III., involve the medullary centres and the respiratory

and circulatory systems. When the semi-digested food in the

stomach is about to be expelled, an impulse is sent from that

organ through the vagus to the vomiting centre in the medulla.

This vomiting centre is in immediate relationship on the one

side with the respiratory, and on the other with the vaso-motor

centre. The stimulus affects chiefly the respiratory centre, and
I have observed many cases in which suspension of respiration

antecedent to the act of vomiting is the only phenomenon pre-

sent. There is no alteration in the colour of the complexion

;

but the latter perforce becomes somewhat congested as the

result of circulatory disturbance consequent on temporary re-

spiratory arrest. Such instances show that the vaso-motor

centre is inappreciably if at all affected from the quarter of the

vomiting centre, and the temporary inhibitory stimulation of

the respiratory centre does not proceed so far as to interfere

materially with the vaso-motor system. But the larger pro-

portion of cases of stomachic disturbance are associated with

pallor, which may be more or less profound, and due solely to

constriction of the terminal arteries, and especially when it

is most profound it is apt to be mistaken for the chief pheno-

menon of the group comprising stomachic complication. But
the true order of their succession in time is— i. Eespiratory

inhibition, more or less intense ; 2. Yaso-motor constriction

;

3. Secondary cardiac phenomena
; 4. Sweating; and 5. Pupil-

lary variations. If the error be committed of ascribing the chief

place to vaso-motor disturbance in this complication, there will

be a tendency to fall into an error of inference, and explain the

pallor by some obscure action of the heart induced by chloro-

form. Chloroform in this style of reasoning is the enemy,

despite the fact that up to the moment of the occurrence of

the complication its effects had been quite constant, and that

the well-defined group of phenomena disappear when the colla-



124 Stomachic Phenomena during Chloroform Anaesthesia.

teral cause (acting during cliloroform-anaestliesia) ceases, and

never aj)pear again during the continued administration o£ the

anaesthetic.

But this false inference not only aifects the true physiolo-

gical explanation of the problem, it also leads to errors of treat-

ment. The respiratory centre being first and principally affected

by the complicatory cause, all our efforts are to be directed

towards preserving as great efficiency of breathing as is possible

under the unfavourable conditions. To this end the amount of

chloroform is reduced in accordance with the altered state of

the respiration. And our only concern is to see that there

shall be no interruption to the harmony of the functions of the

stomach and respiratory system when the act of vomiting is

imminent.
In Example III. the chief phenomenon, and it is also first in

order of time, is vaso-motor constriction. Reflex stimuli, gene-

rally from some part of the abdominal cavity, pass up to the vaso-

motor centre, and its effects are transmitted to the terminal

arteries. To meet this alteration in the vascular system, the

respiratory centre is secondarily influenced, and also the

cardio-inhibitory. For under the new conditions of the blood

distribution (and the reduction in blood-pressure may be mo-
mentarily very great) there are required changes in the natural

functions of the lungs and heart. Thus breathing and the

heart-beat may be depressed to a very low degree of action.

When vaso-motor faintness is less severe there are generally

present refiex stomachic symptoms, which result from the cen-

tral implication of the vagus nerve, and are to be differentiated

from the direct variety. In the most severe instances, when
the patient's forces are reduced to a stand-still, the head is

lowered and the feet raised, in order to direct the blood by the

action of gravity to the medullary centres; and the tongue

and jaw are kept forward so as to allow of the complete patency

of the respiratory passage. In the less severe forms a mixture

of ether and chloroform, in the proportion of two and one, is

efficacious in opposing the tendency to the decline in blood-

pressure. The hiccough may be arrested by putting pressure

on the diaphragm—the nostrils are gently compressed, and

thus the patient is forced to take deeper inspirations through

the mouth.
The part the heart plays in these complications is of a purely

secondary character. Pallor may be present, though the

heart may be striving to work with extra force ; and all subse-

quent changes in its action are sympathetically induced to

meet the primary disturbance either in the respiratory system
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or circulatory. When this is profound, so is the ensuing car-

diac change profound. But during the whole period of the

complication the nutrition of the heart is practically unaffected

(or affected in the minimum degree) by chloroform circulating

in anaesthetic amount in the blood. If this amount be increased,

and the state of narcosis induced, the nutrition of the heart

suffers in proportion to the degree of narcosis present. It is

in this way, and only in this way, that chloroform has a direct

pernicious influence on that organ, but it is to be carefully

noted that it is not a poisonous effect particularly confined to

the heart, for it exercises the same effect on every tissue of the

body. This dangerous result of chloroform can be avoided by
limiting the sphere of its action. And the importance will be
recognised of maintaining the patient in a constant state of

an£esthesia, and free of those minor factors which might increase

the gravity of the original complication, and which, if not disso-

ciated from true chloroform effects, too often tend to obscure

its proper action, and by misinterpretation lead to errors of

j)ractice.
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STUDY AND DIAGNOSIS OF THE COMPLICA-

TIONS OF SUPPURATIVE OTITIS MEDIA.^

BY

T. ARMSTKONG BOWES, M.D.

Examination of sections made through temporal bones reveals

the thinness of the bony septum separating tbe middle ear from
the temporo-sphenoidal lobe of the brain on the one hand, and
the mastoid cells from the lateral sinus on the other. As these
bony plates are perforated for transmission of vessels from the
ear to the sinuses, and receive their blood-supply from the
lining membrane of the middle ear and mastoid cells, it is easy
to understand how disease of this lining membrane favours the
spread of inflammatory and carious processes through them into
the adjacent intracranial structures. By these processes the
following complications may ensue :

—

(i.) Septic thrombosis of veins and sinuses, and
(2.) Extradural abscess, both resulting in pysemia.

(3.) Intradural abscess and meningitis.

(4.) Abscess of brain : (a) cerebral
; (V) cerebellar.

And in addition there also occur :

—

(i.) Facial paralysis.

(2.) Hgemorrhage from internal carotid artery.

(3.) Malignant disease.

(4.) Septicgemia,

The observations to be made on the pathology and clinical

features of these complications, more particularly of the first

1 A thesis for the degree of M.D. in the University of Cambridge.
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group, are based upon records of 300 cases, of which full statis-

tical tables of 220 are appended.

The complications most commonly follow a chronic suppu-

rative ear-disease, but may follow a primary acute suppurative

otitis media, due to a specij&c fever, or to inflammation spreading

from the pharynx by way of the Eustachian tube.

The symptom otorrhoea, often intensely fetid from the action

of saprophytic bacteria, may have been continuous for years

without intermission, or it may have been " off and on," as it is

so commonly described. Sometimes absent for a considerable

period, an acute attack of suppuration in the old diseased ear

ushers in complications, and these secondary acute attacks must
be differentiated from, and not confused with, the primary

acute attacks previously mentioned.

The history of no discharge must not be accepted too readily

as a true one, for when the disease has been quiescent for years,

the patient may forget ever having been a victim of it, or, if

it be present, and be not great in quantity, or particularly offen-

sive, does not, from want of observation, appreciate its presence.

It is often difficult to tell, should a secondary attack have

been in existence a few weeks, whether or not there may
have been any previous disease, unless the destruction of the

tympanic membrane is obviously incompatible with such a

short history of discharge.

Of 100 cases of pyeemia, 6 were dependent on primary acute

attacks, 3 with and 3 without thrombosis of sinuses, while

in 17 the discharge had been present for a period shorter than

one year, in some of these only a few weeks, and therefore not

unlikely to have resulted from secondary acute attacks. In

the remainder of the cases the duration of discharge varied

from one to twenty years.

Of brain abscess, 9 cases followed primary acute attacks.

Chronic discharges are painless, and the occurrence of pain is

sufficient to call for careful watching, especially if associated

with diminution of the discharge. Should this have ceased, and
its previous presence be denied, some small amount of pus may
be found about the meatus, or failing this, the nostrils applied

close to the meatus may often appreciate the foul odour eman-
ating from it, which is in itself sufficient evidence of unhealthy

processes in the ear.

The pain is caused by blockage of the secretion by a polypus,

granulations swollen by the increased inflammation, or it may
be even an exostosis of the external auditory meatus.

It has to be diagnosed from neuralgia and hysteria, in some
cases not an easy task.
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In neuralgic pain, some cause, such as bad teeth, may be

found, and the pain is felt in front, rarely behind the ear,

though it radiates over the temporal region.

In a case under my own observation, three weeks before

admission discharge appeared from the right ear, which had
discharged six years previously. The absence of optic neuritis

and symptoms of increased intra-cranial pressure, of tenderness

about the mastoid, and the fact that the temperature, with

one exception, never rose to 100°, and that the pain remained,

though inflammatory swelling of the external meatus present

on admission rapidly subsided, led to the diagnosis of neuralgic

pain, in spite of the absence of sufficient cause. The chart

was suggestive of cerebral abscess.

Hysteria presents equal difficulties in diagnosis.

Quite recently I saw a woman who three years previously

had been trephined for a supposed cerebellar abscess. Nothing
was found. When I saw her, there was extreme tenderness

about the region of the old scars, and it was thought there

might be some retention from the previous operation. While
under observation for more than four weeks, the pulse-rate was
usually 84, and there was old optic neuritis, but no indications

of increased intercranial pressure.

There was an attempt at staggering gait, but it was obvi-

ously intentional, and the degree of pressure borne over the

tender area varied considerably with the extent to which the

attention was diverted by conversation to other matters. It

was subsequently discovered that the woman's previous history

was not devoid of hysterical element, and that she and a friend

had been inmates together at the Hospital where she had been
trephined, her friend being the victim of a cerebellar abscess

which proved fatal.

This case illustrates the difficulties presented by, and the

diagnosis of, hysteria.

The first question at the outset of any investigation of a case

presenting symptoms referable to the ear is, Do these depend
upon a strictly intracranial lesion following ear-disease, or are

they caused by some other condition of the ear, or are they
concurrent symptoms in an entirely different disease ? Inves-

tigation of the local condition of the ear is of great value. A
perforated membrane with discharge is indicative of present

ear-disease. A perforated membrane without discharge may
be due to

—

(a.) Former ear-disease now absolutely quiescent, presenting

no symptoms, and therefore excluded at once.

(h.) Chronic ear -disease in which discharge has recently

VOL. XXXIV. I
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ceased after being present ; here some slight discharge or

odour is usually discovered on careful examination.

(c.) Chronic ear-disease in which destruction of the lower

half of membrane has occurred, and the lower margin of the

upper half hanging loose has formed adhesions to the promon-
tory, effectually preventing any escape of discharge from the

middle ear. This is a rare condition, and apt to be puzzling,

unless the remaining upper portion of the membrane bulges,

and an incision gives exit to the retained seci'etion.

When these two latter conditions are present in addition to

obvious cerebral symptoms, and independent diseases have been
excluded, such as enteric fever (for diagnosis see later), it is

very probable that intracranial complications have or are about

to set in.

An unperforated membrane does not exclude these compli-

cations, as they occasionally occur with such a condition, and
even after primary inflammation of the mastoid cells, the

middle ear being entirely free from disease.

With an unperforated membrane two conditions may be

present.

(i.) Acute suppurative otitis media, distending the middle

ear with pus, producing bulging and redness of the mem-
brane, an incision of which quickly relieves symptoms due to

it, namely, headache, vertigo, vomiting, a rigor, or a convulsion

if the subject be a child.

(2.) No distension of the middle ear, but the membrane
showing evidence in greater or less degree of a previous rup-

ture with a subsequent healing. Due weight must be given to

this condition, for behind such a membrane inspissated pus or

cholesteatomata in the tympanic cavity or mastoid cells may
contain the seeds of a fatal termination, that have long lain

dormant, but roused to active life by some slight cause, such as

a blow on the head or ear, exposure to cold and wet, or undue
force and carelessness in syringing the external meatus.

Again in old people the cause of vertigo and vomiting may
be overlooked, unless the pearly condition of the tympanic

membrane, denoting commencing ankylosis of the malleus, be

appreciated by a direct inspection of the external auditory

meatus.

Pain with diminution, or entire cessation, of discharge in

chronic ear-disease cannot be over-estimated as an indication

of danger. A glance at the statistical tables (p. 188) shows

that the complications of otitis media are commoner on the

right than on the left side. This is in accordance with the

results of other observers. On what factors does this depend ?
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The incidence of suppurative otitis media after fevers is

about equal on the two ears, excluding at once the primary-

suppuration as the cause. Korner, from measurements of

skulls, makes the sigmoid fossa on the right side lie anterior to

that on the left, and ascribes the commoner occurrence of com-
plication on the right side to this anatomical condition.

Barker suggests it may be due to bad drainage and exposure
to the atmosphere, from more individuals sleeping on the left

than on the right side. This suggestion appears hardly ade-
quate.

The right lateral position during sleep was appreciated long
before our own times, for Pliny, implying a position of security,

has "in dextram aurem dormire."

From inquiries on this point, I find the majority of indivi-

duals prefer to sleep on their right side, and I have always
been given to understand that this was due to the fact, that

the liver being on this side, the right lateral position in recum-
bency is more comfortable than the left.

The left ear should therefore suffer more than the rig-ht, and
the complications be commoner on the left side. This, how-
ever, is not the case.

Admitting the anatomical grounds of Korner may be a factor
in the case, I bring forward the following suggestion as suffi-

cient explanation of it.

In the majority of skulls the superior longitudinal sinus is

continued forwards into the right lateral sinus, which is larger
than that on the opposite side, and carries through it a greater
flow of blood. The cavernous sinus empties itself mainly into

1 he superior and inferior petrosal sinuses. The latter does not
come into the question as much as the former, first, because it

is not in such near relation with the middle ear, and secondly,

because it empties its blood into the internal jugular vein, and
not into the lateral sinus. The superior petrosal sinus, receiv-

ing radicles from the middle ear, runs backwards and outwards,
and empties itself in a direction almost directly opposed to the
current of blood at the junction of the horizontal and sigmoid
portions of the lateral sinus.

The flow of blood being greater through this channel on the
right than on the left side, the outfall from the superior petro-
sal sinus is relatively retarded to a greater extent on the right
side, causing a relatively increased congestion of the venous
system of the middle ear on this side. Consequent on this

congestion there is a deficient supply of arterial blood, result-

ing in a decreased recuperative power in diseased tissues, and
diminished resistance to the unhealthy processes already pre-
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sent, which therefore have facihties for extension on the right

side, which are not present to the same extent on the left.

Further, in the right lateral recumbent position the direction

of the sigmoid portion of the left lateral sinus becomes more
vertical, thus facilitating the outfall of blood from the left

superior petrosal sinus into the left lateral sinus, whilst the

effect of gravity will tend to lessen the outflow from the left

cavernous sinus into the left superior petrosal sinus, increasing

in corresponding amount the flow into the opposite cavernous

sinus by way of the circular sinus. The whole tendency of

gravity will be to increase the congestion of the right side of

the head, whilst an additional obstacle to the removal of this

increased blood will obviously be present in the change in

direction of the sigmoid portion of the right lateral sinus, for

in the upright position its direction is downwards and forwards,

while in the right lateral recumbent position its direction is

upwards and forwards.

The change in direction of the horizontal portions of the

lateral sinuses will also add to the same result, for the hori-

zontal portion of the left lateral sinus becomes directed upwards,

retarding the flow of blood in it, and tending to make more
pass by way of the right lateral sinus, and this increased quan-

tity, though appearing to benefit by the now downward course

of the horizontal portion of the right lateral sinus, in reality

does not do so, for the jugular bulb and the point where the

superior longitudinal sinus becomes the right lateral sinus are

very nearly on the same horizontal plane.

Chronic ulcers of leg, deprived of arterial blood by constant

venous congestion in the dependent position of the limb, refuse

to take on healthy action, but when the limb is raised to de-

crease the venosity, and thus increase the arterial blood-supply,

healing quickly supervenes. In the same way I think the rela-

tively increased venosity of the right side of the head, as above

shown, is amply sufficient to account for the preponderance of

complications on the right side.

In 13 cases of otorrhoea present at the same time in both

ears, the complication pyemia resulted from the right ear

7 times, from the left 4 times, and in 2 cases the side on which
complication occurred was not stated (see Tables II., VI. c,

and X., pp. 188-190).

Interference with the flow of blood through the right sinus

causes greater cerebral disturbance than interference with that

through the left, for ligature of the internal jugular vein on the

right side, the sinus not being plugged, not uncommonly pro-

duces temporary blueness, or it may even be severe collapse.
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circumstances rarely observed on ligature of the left internal

jugular. Plugging of the sinus by thrombosis would have
some result on the circulation, but as probably it would be
only temporary, it would not have much effect on the relative

* death-rate of the two sides ; and on analysis I find that where
thrombosis was induced by operation or occurred spontaneously
in the sinuses, 26 deaths occurred in 5 1 cases on the right

side, while 20 deaths in 40 cases on the left, the relation of

deaths to recovery being practically the same on the two sides

(see Table V., p. 189).

Pyemia—Bxteadueal Abscess—Thrombosis of
Lateral Sinus,

These three conditions must be considered conjointly, for the

recognition of either the second or the third will sometimes
depend almost entirely on general pysemic symptoms.

In the class of 100 cases of pytemia, I consider as far as

possible only pure cases of pysemia and thrombosis, excluding
entirely any cases of thrombosis of sinuses associated with cere-

bral or cerebellar abscess. Meningitis, associated with throm-
bosis, is always secondary to that lesion, and death is often due
to it, so that it cannot be entirely excluded. It occurs late,

and the modification in the symptoms due to it, as well as those

due to the presence of cerebral or cerebellar abscess, will be
considered later.

Of the 100 cases of pyemia, 15 had no thrombosis of any
sinus. In 4 of these 15 the symptoms were due to pyeemia
dependent on an extradural abscess.

In 10 cases there is not sufficient evidence to show whether
or not thrombosis was present.

The remaining 75 had thrombosis of varying extent, 61 show-
ing thrombosis of lateral sinus only, and 14 thrombosis of that

channel together with thrombosis of other sinuses, (For details

see Table L, p. 188.)

In the 1 5 cases without thrombosis of the lateral sinus, what
was the source of pygemic infection ? The naked-eye appear-
ances vary. Small veins run from the ear into the lateral and
petrosal sinuses, and thrombosis of these can easily take place

consequent upon inflammation of their coats. When these

veins are rather larger than usual, their thrombosed condition

can actually be demonstrated post-mortem, unassociated with
thrombosis of sinuses ; and when they are small it is not difficult

to understand how easily they may be missed in an autopsy,

and much more so thrombosis of minute radicles, or it may



I 3 4 The Study and Diagnosis of the

be septic osteomyelitis of bone round the ear, conditions almost

requiring a microscope to demonstrate their actual presence.

In well-marked cases the bone oozes pus on section. However
small the thrombosed channel, it is quite sufficient to set up
pyaemia if the detached portion of the thrombus be septic.

In other cases, a minute thrombus may be in the petrosal

sinuses, or sometimes nothing is discovered post-mortem except

a small roughened area on the wall of the lateral sinus, perhaps

no larger than a split pea, but obviously the source of infection.

The roughened area may be the result either of extension

from without inwards of an extradural abscess, or of inflamma-

tory changes spreading by continuity along the inner coat of a

small vein opening into the lateral sinus. Mere shedding of

the inner lining is quite sufficient to produce this condition,

and as soon as it occurs, the physiological relation between the

blood in the sinus and the sinus wall is changed into a patholo-

gical one, the change being aided by the naturally slow current

in the sinus.

In other cases the sinus wall appears natural, but the rough-

ened area is in the jugular bulb, or commencement of the

jugular vein, probably started by infection from the inferior

petrosal-sinus or a small vessel from the middle ear emptying
themselves into the vein, or possibly by extension of inflamma-

tion through the coats of the vein from surrounding lymphatics.

In those cases of pygemia recovering without operation it is

impossible to say what the condition was during the pyeemic

state. With absence of indications pointing to undoubted
thrombosis of the lateral sinus, there was probably a thrombosis

of minute radicles or of the smaller sinuses, or possibly a condi-

tion of partial thrombosis of the lateral sinus or internal irregular

vein quite close to the jugular foramen, with non-obliteration of

the channel.

That thrombosis of the lateral sinuses is compatible with the

recovery of the patient is certain, for it is not very uncommon
to find post-mortem the lateral sinus obliterated by old throm-

bosis from the torcular forward to its termination, or to a lesser

extent, as the result of chronic ear-disease on that side. I have

myself seen three specimens of this. Whether or not this was
a septic thrombosis cannot be conclusively proved at present.

That it may have been can be well understood from the follow-

ing considerations :

—

(i.) That cases of pyaemia do recover without surgical inter-

ference.

(2.) That cases recover with surgical interference, the exposed

portion of the lateral sinus appearing healthy, and therefore not
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artificially obliterated at the operation. There may have been
partial thrombosis existent outside the area of operation.

(3.) That where the lateral sinus was found by operation to

be thrombosed, or thrombosis was induced by ligature of the

internal jugular vein and the clot not removed, complete reco-

very has taken place, there being reason in some cases to believe

this clot to have been septic, as when the floor of an extradural

abscess, formed by the outer wall of the sinus, was in such a

sloughy condition that the exact situation of the sinus could

not be accurately ascertained.

(4.) That when a septic thrombosis of the sinus has arisen

from an extradural abscess originating from the mastoid cells

by spread of inflammation from the middle ear, and the pus of

the broken-down thrombus is retained by healthy thrombus at

either end, the outer sinus wall may slough, and allow of dis-

charge of its contents into the extradural abscess, which, forming
a communication with the mastoid cells, empties itself through
these into the middle ear out and through the external auditory

meatus, the cavity subsequently healing by granulation. An
alternate route for discharge is through the mastoid foramen.

Some of these discharges may formerly have been considered

as cases of brain abscesses opening externally.

In very acute cases of pyemia, rapidly terminating in death,

no cause can be appreciated by the naked eye. It would seem
as if these cases are due to implication of the minute radicles

round the ear, and that a shower of infection thrown into the

general system is sufficient to cause death before further throm-
bosis has had time to take place, limiting and retaining the

septic matter by a more healthy clot. Evidence of the import-

ance of this protecting thrombosis is that pysemic symptoms
are occasionally almost absent when the pus is retained within

the sinus by a buffer, as it were, of healthy clot at either end.

This subject is discussed in detail later.

EXTRADUE/VL AbSCESS.

For the satisfactory elucidation of symptoms, it is necessary

to enter into detail with reference to the pathology of this

affection.

Extension of inflammatory and carious processes from the

middle ear give rise to an inflammation of the dura and
meninges. Should these be limited and not reach the formation

of pus, the result is a limited inflammation of the dura tending
to resolution. The symptoms of this will depend on the extent

of the inflammation, its situation, and the amount of irritation



136 The Study and Diagnosis of the

experienced by the underlying cortex (see Meningitis, p. 152).

Should the inflammation advance, an extradural abscess will be
formed, which may make its way in various directions, or, instead

of spreading between the dura and bone, will give rise to a brain

abscess by direct extension, provided the plastic exudation at

its margins be sufficient to prevent spreading along the meninges,

with rapid death. Another method of formation of an extra-

dural abscess is by spread of inflammation from a thrombus in

the lateral sinus.

The commonest situation for an extradural abscess is in the

sulcus lateralis, originating from the mastoid cells, or from
necrosis of the posterior part of the temporal bone, either

immediately over the sinus or above it, with subsequent spread

downwards.
It may then

—

(i.) Set up meningitis of the posterior fossa.

(2.) Involve the lateral sinus, with the possible later produc-

tion of cerebellar abscess.

(3.) Discharge externally by erosion through the mastoid

bone itself, or through the occipito-mastoid or parieto-mastoid

sutures, especially before the age of five, while the sutures

remain unossified, or else through the foramen for the mastoid

emissary vein, or through the mastoid cells and out at the meatus.

These paths are not common, and obviously offer greater re-

sistance than extension inwards to the meninges and brain.

(4.) In addition to involving the lateral sinus, the abscess

may also spread upwards and anteriorly over the posterior edge

of the temporal bone, with the possible production of a tem-

poro-sphenoidal abscess—one explanation of the occurrence of

a tempore -sphenoidal abscess with thrombus of the lateral

sinus.

The next commonest situation for an extradural abscess is

over the roof of the tympanum, formed by extension of carious

processes upward. The pus may then

—

(i.) Spread backwards and outwards, perforate the lateral

sinus, and at the same time produce a temporo-sphenoidal abscess

by extension upwards.

(2.) Spread outwards, stripping the dura mater off the

temporal bone, even the ascending squamous portion, soaking

the bone in pus and setting up extensive caries.

(3.) Produce meningitis before the preceding changes take

place.

Since extradural abscess is commonest in connection with

the sulcus for the lateral sinus, and gives rise to thrombosis of

that vessel, it is evident that the symptoms of the former are
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often the commencement of those of the latter, and that they

will merge one into the other.

It is not common to find an uncomplicated case of extradural

abscess resulting in death (borne out by the post-mortem exami-

nation) from which to obtain the symptoms it produces, as the

condition usually rapidly extends, either to the meninges when
meningitic symptoms predominate, or to the lateral sinus when
the symptoms run into those of this lesion. Another obstacle

to obtaining the symptoms is that cases come into hospital

when the meninges or the lateral sinus are already involved,

and we do not see the commencement of the illness, and the

accounts of the parents are of little value against the trained

observations of hospital workers.

I see no reason to believe that extradural abscess is often

secondary to other complications, but rather the reverse, so that

the beginnings of meningitis and lateral sinus thrombosis give

us the best indication of its symptoms.
A minute extradural abscess, a mere drop or two, presents

the symptoms of retained pus. There will be a sudden onset,

with a rigor and high temperature, the subsequent course of

temperature depending on how the abscess proceeds. If pro-

gressing slowly, a fall will follow the initial rise, followed by
subsequent slighter rises to 100°. Bapid pulse, vomiting, and
flushed face may all be present. As the abscess increases, the

area for septic absorption becomes greater, and pygemic symp-
toms predominate, with rigors and sweating. In the only

uncomplicated cases of extradural abscess with a fatal ending

that I have found, the symptoms were pyeemic. The course of

the temperature and the rigors are discussed later.

By extension more of the meninges suffer irritation, and
deep-seated pain and tenderness will be complained of, with an
inclination to drowsiness, not from increased intracranial pres-

sure, but rather from the pain having a tendency to keep the

patient quiet, lying with closed eyes, and objecting to any
outward interference, even light, as all conducive to movement
and increased pain.

Local indications will depend on its situation and size. A
drop of pus may give no indications of its presence.

If above the tympanum, pain in front of the mastoid will be
likely to indicate it, whilst in the posterior fossa pain behind the

ear may be complained of, although often the pain is not local,

but general about the region of the ear.

Tenderness on pressure may aid, and more so as the abscess

increases. If above the tympanum, and it spreads outwards,

tenderness on pressure may be elicited in the temporal region
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above the condyles of the lower jaw, the area of tenderness

increasing upwards, backwards, and to some extent forwards,

according to the spreading of the abscess.

Tenderness ought not to be waited for, as it indicates also

meningitis. If the abscess is in the sulcus lateralis, tenderness

will be elicited along the posterior, and to some extent the

superior border of the mastoid, apart from the central condition

of that bone ; for tenderness, redness, and oedema here are

rather indications of pent-up pus in the mastoid cells, which is

itself a predisposing factor in the formation of extradural abscess

in the posterior fossa.

The formation of an abscess externally at the posterior border

of the mastoid may result from an extradural abscess discharg-

ing through the foramen of the emissary vein, but abscesses over

the mastoid are nearly always due to extension from the mastoid

cells.

The possibility of such a condition shows the importance of

opening at once all abscesses over the mastoid, for should pus

be seen coming through the foramen, it is an evidence of sup-

puration in the sulcus lateralis, and an immediate call for

extension of the operation to admit of its evacuation, and
diminish the risks of its intracranial spread. And should the

emissary vein be found plugged, it is an indication that throm-

bosis of the sinus has taken place, secondarily or otherwise to

the formation of an extradural abscess.

Septic Thrombosis of Latekal Sinus.

Thrombosis may result in various ways.

(i.) As the result of extradural abscess in the lateral sulcus,

with extension of clot.

(a.) Backwards towards the torcular, even into the opposite

lateral sinus, the superior or inferior longitudinal, or straight

sinuses.

(&.) Downwards into the internal jugular vein, reaching

generally about half-way down, but in some cases extending

into the innominate vein, or even into the superior vena cava.

(c.) Inwards into the superior petrosal and cavernous sinuses

of that side, with possible extension to the opposite sinuses by

way of the circular sinus.

(2.) By extension of thrombosis from veins into the superior

and inferior petrosal sinuses, and so into the lateral sinus.

(3.) By thrombosis commencing in the jugular vein and ex-

tending upwards into the lateral sinus, either spontaneously or

after ligature of the vein.
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When formed, and especially when dependent on extradural

abscess, the thrombus breaks down in the centre opposite the

abscess, the pus, or it may be even foul gas, thus formed being

at first shut off from the venous channels by more healthy clot.

Olot once formed has some tendency to spread, because the

walls of the sinus in the region of the abscess have been injured,

either by the contiguous inflammation or by adhesion of septic

material after it has been thrown off into the circulatiou.

Extension of the breaking-down process along the length of

the clot lets loose septic material into the adjoining fluid blood,

either in the sinus or in the jugular vein, the pointing of the

extremity of the clot in the latter situation favouring throwing

off of broken-down thrombus into the blood between the wall

of the vein and the pointed clot. This pointed extremity of

the clot in the internal jugular vein is not always septic, and

the infarcts produced by detached portions of it resemble those

resulting from endocarditis in having no tendency to break

down.
If the thrombus has formed without the previous existence

of an extradural abscess, the breaking-down process and inflam-

mation of the wall will involve the meninges if the visceral side

of the sinus be most involved, or may produce an extradural

abscess, with some bony change if the outer wall of the sinus

suffers.

The symptoms usually described as typical of septic throm-

bosis of the lateral sinus are :

—

(i.) Sudden onset. Pain in the ear and radiating over side

of the head, vomiting, rapid pulse, and a rigor.

(2.) Rigors, repeated with sweatings. They vary in number
and frequency, and are either absent or replaced by convulsions

in children. They are accompanied by high temperature.

Occasionally they appear with a low temperature, but it

rises after the rigor has passed. In one case they w^ere pre-

ceded by action of the bowels.

(3.) Flushed face.

(4.) Oscillating temperature, rising high with the rigors, and
falling again to normal or below. The ranges of temperature

are often very well mai'ked : in one case the temperature passed

from 106° to 96.6° in twelve hours.

The highest temperature with recovery I can find is 108°, the

highest with death 109.2^.

(5.) Optic neuritis.

(6.) Eigidity of neck muscles with pain, and sometimes re-

traction. The pain occasionally extends down the back, apart

from any spinal meningitis.
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(7.) Indication of ear-disease.

(8.) Tenderness.

(a.) At the posterior border of the mastoid and along the

sinus.

(&.) Down the neck along the course of internal jugular vein.

(9.) Eepeated vomiting—sometimes entirely absent.

These are sufficient for the diagnosis of a typical case.

Of these symptoms the condition of the ear has already been
dealt with. Optic neuritis in the diagnosis of the complica-

tions will be specially discussed.

The onset, rigors, and temperature chart are considered

later.

The tenderness down the neck may be due to the following

conditions :

—

(a.) Inflamed lymphatics along the vein and anterior border

of the sterno-mastoid, with some induration and fulness of the

neck, differing to the touch from that due to thrombosis of the

vein, uncomplicated by so much lymphatic swelling.

(&.) Inflammation of the vein itself without thrombosis, this

condition appearing post-mortem as a roughened interior of the

channel, with or without discoloration, generally greenish or

yellowish, and infiltration of its coats.

(c.) To thrombosis extending into the vein. If this be appre-

ciated before subsequent induration supervenes, a distinct cord

is felt along the course of the vein, from the angle of the jaw
to a variable distance down the neck.

As a result of these conditions the corresponding side of the

face may be more flushed than the opposite, and from ob-

structed venous return the veins of the eye fuller on the same
side.

Owing to the obstruction to the return of blood by the in-

ternal jugular, the circulation is carried on by the anterior and
external jugulars, which are therefore fuller on this than the

opposite side.

One observer also gives as an important symptom due to

lateral sinus thrombus, the deficient filling of the external jugu-

lar vein on expiration (Gerhardt). The tenderness is usually

luost marked high up, because the pathological condition has

here advanced to a greater degree than lower down ; and this

tenderness and induration may progress to the formation of an
abscess, as follows :

—

(i.) By suppuration of the inflamed lymphatics.

(2.) By thrombosis of the vein, with subsequent breaking

down of the clot, sloughing of the wall of the vein, allowing

pus to gain access to the tissues of the neck. The jjus may
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then produce a localised abscess, or tracking down the fascial

planes of the neck, enter the anterior mediastinum—an abso-

lutely hopeless condition.

(3.) By tying the vein and leaving the clot in situ. An
abscess is occasionally formed in this way, though sometimes
resolution occurs without its formation.

(4.) By pus tracking downwards along the sheath of the

vein from an extradural abscess in the sulcus lateralis.

An abscess may also be formed in the splenius capitis or

other posterior cervical muscles, by tracking of pus from the

lateral sinus through the posterior condylar foramen into the

venous plesus situate here. The rigidity of the neck muscles

mentioned as a symptom can be explained in two ways.

(«.) By any movement causing pain, from the fact that the

trapezius, sterno-mastoid, &c., take their origin from the supe-

rior curved line of the occipital bone, which lies almost directly

opposite the inflamed or thrombosed lateral sinus.

(&.) By extension of thrombosis through the posterior condy-

lar foramen into the plexus of veins. Any recently thrombosed

vein is tender, and therefore any movement of the head causes

muscular pressure on this vein, producing pain, sometimes very

acute.

A very occasional symptom is present in cedema of the tem-
poral region. As pointed out by Moos, this depends on the

presence of a petro-squamous sinus opening at one end into

the lateral sinus, and at the other inosculating with the deep
temporal vein through a persisting foramen jugulare spurium,

which is present in early fcetal life, closing as development
proceeds. Zuckerkandl found this sinus present in 22 out

of 280 skulls, but the foramen was present in only three,

so that the symptom becomes a rare one. CEdema, due to

necrosis of the temporal bone, must of necessity be excluded

prior to accepting the condition as evidence of thrombosis of

the lateral sinus.

CEdema over the mastoid is variable in occurrence. The ten-

derness at the posterior and superior borders of the mastoid,

especially if the central portion be not involved, is a most
important indication of thrombosis of the lateral sinus, and it

may be present along the course of the sinus right up to the

occipital protuberance, but it is most marked just at the pos-

terior border of the mastoid, and is due to inflammation having
extended to the mastoid emissary vein, or in event of the

absence of this, to the numerous small veins passing through
the masto-occipital sutures, which take the place of the emis-

sary vein in its absence.
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Tenderness generally is not of so much value in children

from the difficulty of real localisation.

As the case proceeds, pygemic complications become pro-

nounced, provided of course the conditions be such as to allow

of the dissemination of infective material into the general

circulation.

Usually the lungs suffer first, and pleurisy, with or without

effusion, empyema, septic pneumonia, localised abscesses from
breaking-down infarcts, gangrene, and pneumo-thorax, may all

occur.

Often the first sign of lung implication is the expectoration

of rusty sputum, often tinged a little brighter than the typical

sputum of pneumonia, and sometimes accompanied by a local-

ised pain in the side. In fact, the first complaint may be of

this pain, physical signs soon following ; but it is often impos-

sible to discover any physical signs in association with this

sputum, and it may gradually disappear without signs becom-
ing apparent. It may be when this occurs that small infarc-

tions of the lungs have taken place, possibly from washing off

of small portions of the pointed end of the clot in the jugular

vein, which, being healthy, have no tendency to break down,
but rather to resolve ; whereas, if they be septic, the sputum be-

comes muco-purulent, foul smelling, and increased in quantity.

The spleen is usually swollen, though abscesses in it and in

the liver appear to be rare. I have only found one hepatic

abscess, and three cases of splenic infarction (one abscess).

Multiple abscesses occur about the body now and then, in

some cases picking out the joints, and in other cases the sub-

cutaneous tissue. It is a curious coincidence amongst the cases

I have collected, that where abscesses occur about the body or

in the abdominal viscera, the lung symptoms are practically

in abeyance, and in addition thrombosis of the lateral sinus is

often absent.

It would appear that in thrombosis of the sinus portions of

clot containing infective matter are washed off which are too

large to pass through the lungs to give rise to abscesses else-

where, while should the small radicles about the ear be throm-
bosed the shed portions are so minute as to be able to avoid

the filtering action of the lungs, and to give rise to secondary

abscesses in other situations. Pericai'ditis occasionally occurs,

but it is not nearly so common as lung complications.

Jaundice occurs late, appearing first as yellow conjunctivae

and a sallow look. Pysemic spots are occasionally met with. I

saw them in two cases. One of these was under my own obser-

vation, and at first I mistook the spots for flea-bites inflicted
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previous to admission, as they resembled those seen in children

and adults who are habitually attacked by these pests, and
therefore more or less insusceptible to the bite, the urticarial

condition being absent whilst the puncture remained sur-

rounded by a small area of hypersemia. The first diagnosis

was proved erroneous by a fresh crop of spots of a more
purple colour appearing daily, with fading of those previously

present, by the spots being generally distributed all over the

body, even over the fingers and toes, which as a rule are not

attacked by fleas, and by the exclusion of these pests as a

cause.

The intellectual condition shows some variations.

Drowsiness is the most general condition, occurring twenty
times, associated with dulness, stupidity, irritability, wander-

ing, or photophobia.

Delirium is mentioned in 18 cases and appears at two stages,

at the commencement of the attack or towards the end, due in

some of the latter to meningitis secondary to the thrombosis.

• Intolerance of light is occasionally present, amounting to

complete photophobia in eight cases.

All these conditions are of short duration, not extending

throughout the whole course of the case, and may alternate one

with another. In some the intellect remains unnaturally bright

even to just before death.

Answers to questions are given rationally and without hesi-

tation, in marked contrast to the condition in cerebral abscess.

The Pulse.-—In uncomplicated cases it ranges from 60-80.

Progressive increase in frequency, with a similar condition of

the respiration, is a common occurrence before death.

Lung complications and multiple abscesses increase the fre-

quency, and sometimes without apparent cause it varies greatly

during the twenty-four hours.

A marked rise sometimes accompanies the increase of tem-
perature after rigors (168 with a temperature of 107°, in an adult),

but occasionally during rigors it does not rise above 85-90.
Respiration varies with the pulse, and large involvement of

the lungs increases the rate, even as high as 76 per minute
(child aged two with gangrene of lung), but involvement of

the lungs is uot necessary for this frequency, for in an adult

aged twenty-four the respiration rose to 86, exhibiting the

Cheyne-Stokes character, nothing pathological being found
post-mortem in the lungs. The pulse in this case was not

mentioned as having risen above 144.

Oheyne-Stokes respiration appears in four cases (two re-

coveries, two deaths).
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One case had remarkable periods of apnoea, the intervals

between the series of respirations amounting to as much as ,40

seconds, the number of respirations in each series being 20-30.

The patient recovered in spite of having convulsive seizures on

the side of the body opposite to that of the ear-disease.

The urine often has a trace of albumen in it, due to some
amount of nephritis, and in two cases chlorides are mentioned

as present in abundance. One of these had abscesses in the

lungs, but in the other no definite signs of lung involvement,

though some cough.

Pupils in nearly every case are equal and react. In a large

proportion of cases there is no mention of their condition.

In only two cases was one greater than the other ; in one of

these, on the side of the dilated pupil, the cavernous sinus was
blocked, and in the other the curious periods of apnoea were
present, and the convulsions were on the side of the larger

pupil.

Difficulty is often experienced in determining whether the

symptoms be due to suppuration in the mastoid cells or to

septic thrombosis of the lateral sinus.

There are a few points of distinction between these two
conditions.

(i.) The tenderness or cedema over the mastoid, when pus is

retained in the mastoid cells, is situated over the centre of the

bone, while in thrombosis it is at the posterior border of it.

It must be remembered that the mastoid condition will depend

to some extent on the 'structure of the bone itself, for if it be

sclerosed tenderness may be absent. Tenderness down the neck

would indicate thrombosis.

(2.) Rigors are more frequent in thrombosis.

(3.) Presence of optic neuritis is in favour of thrombosis.

(4.) Slow pulse is against pus retention.

(5_.) Actual vomiting at the onset is a little in favour of

thrombosis. A rigor at the onset, photophobia, or drowsiness

may be present in either. An additional aid to diagnosis in

doubtful cases has been pointed out by Bennett, that leeches

give relief in suppuration in the mastoid cells, but not in

thrombosis of the sinus. The cases in which I have seen

them applied, and hospital records, both tend to bear out this

statement.

Additional Si/mptoms.—Should the thrombosis spread into

the cavernous sinus, we get symptoms additional to those due

to the pyaemia.

The spreading of the clot blocks the cavernous sinus and

obstructs the venous return. The clot may spread into the
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ophthalmic vein. Inflammation may involve the nerves running
in the walls of the cavernous sinus. We shall get the follow-

ing signs and symptoms :

—

(a.) Proptosis—from (i.) Obstructed venus return ; or (ii.) Pus
in the orbit.

(h.) (Edema of eyelids and surrounding parts, with chemosis
and injection of the conjunctivee if the ophthalmic vein be
blocked.

(c.) Possible enlargement of the frontal vein, due to a change
in the direction of the circulation through the orbito-facial

anastomosis.

(rf.) QEdema of the face should the thrombosis extend into

the facial vein.

(e.) Paresis or paralysis of third, fourth, or sixth nerves,

separately, conjointly, or two together. Pain from irritation of

the first division of the fifth in the area of its distribution may
also be present.

The thrombosis in the ophthalmic vein may progress to the

formation of pus, and the orbit be filled with it, pushing the

eyeball forwards, and perhaps eventually leading to the loss of

the eye. The facial vein may also be felt thrombosed before it

is hid by the swelling which follows it, and this thrombus may
also give rise to an abscess.

Should the thrombosis spread to the opposite cavernous sinus,

this side becomes involved in a similar manner, and when the

two are affected simultaneously the result is striking.

In the course of lateral sinus thrombosis we sometimes meet
with some amount of temporary swelling of the eyelids, with
chemosis of the conjunctivse, but no other symptoms, possibly

indicating a partial thrombosis of the cavernous sinus with
rapid resolution.

Cases present the following clinical types:

—

(i.) Pygemia, with well-marked ranges of temperature, rapid

pulse, chest symptoms little or not at all marked, gradual ex-

haustion, incontinence of urine and fgeces, death.

(2.) Characterised by the predominance of chest symp-
toms.

(3.) The abdominal type, abdominal symptoms predominat-
ing, and to some extent simulating enteric fever.

The abdomen is rather full, tympanitic, and tender on pres-

sure, with gurgling in right iliac fossa, and enlarged spleen, but
differing from typhoid in the absence of spots.

Constipation or offensive diarrhoea may be present, the stools

in the latter condition bearing some resemblance to those of

typhoid, being yellow and liquid.

VOL. XXXIV. K
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This diarrhoea seems to be due

—

(i.) To catarrh of the mucous membrane, set up by the

poison thrown into the system, the frequency of the stools

being an apparent effort to get rid of the poison.

(2.) The catarrh set up by swallowing the abundant putrid

sputum, as it appears when lung symptoms are well in evi-

dence.

The diarrhoea is sometimes started by the exhibition of pur-

gatives to counteract preceding constipation. The stools may
also be frothy or grass-green in colour.

Enteric fever may be complicated by otorrhoea. Acute otitis

media may supervene during the progress of the fever, and run
its course independently of it, producing ruptured membrane
and subsequent chronic disease, involving the possible dangers

of future intracranial complications. Enteric fever may attack

a patient the subject of a chronic ear -disease, and run its

course as if the latter were not present.

The absence of otorrhoea in some cases of pyaemia makes the

diagnosis difficult, and it is only the appearance of the typhoid

eruption which makes the case clear. The eruption described

as typical of enteric, viz., rose-coloured, lenticular, fading on
pressure, and coming out in crops, may occasionally be present

in cases of brain abscess and meningitis, but not in pyeemia.

Murchison says, " In patients who have otorrhcea enteric

fever may commence with rigors."

In typhoid the rigors are never so repeated as in pygemia,

and the temperature chart differs as the fall of the temperature

after rigors reaches the normal or below in pygemia, but does

not do so in enteric.

Murchison also adds, '•' Enteric is excluded by a temperature

approaching normal on any evening during the first week, and,

on the other hand, by a temperature of 104° on the first day or

second morning." Exceptions to this do, however, occur.

The skin is moist in pyaemia and dry in enteric. Epistaxis

occurs in both. Ehrlich's reaction I do not think would be of

much service in the diagnosis, as it is not given till after the

first week, and an earlier diagnosis than this is often wanted in

sinus thrombosis.

It has occurred to me that in some cases of enteric ending

fatally by pyemia, the latter may have been due to the ear-

disease, perhaps overlooked, and not to the focus for infection

presented by the ulcerated surfaces in the intestines. It might
be possible to differentiate these two causes of the pyaemia, for

in that occurring from the ear secondary foci will be plentiful

in the lungs, and in the other case in the liver.
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In only one case did an abscess occur in the liver as the

result of ear-disease, and the presence or absence of tenderness

of the liver and of lung symptoms may therefore assist in the

diasrnosis.

KiGORS AND TeMPERATUEE ChAET AND THEIR INDICATIONS.

A case of pyeemia admitted to St. Bartholomew's Hospital
on August I, 1893.
The onset had been sudden on July 21st, and there was a

history of repeated rigors. They occurred after admission up
to August II th. Operation was performed on that day. The
lateral sinus was opened after evacution of an extradural abscess
lying over it, and the internal j ugular vein was tied. The sinus

was not thrombosed, and hsemorrhage was restrained by plug-
ging. After the operation the temperature fell, and there were
no rigors till the 15th, and at the same time there was great
improvement in the patient's condition.

On 13th there was pain in the side and impairment of per-
cussion at the left base, and from the 15th a series of rigors

occurred, the chest signs having increased, pericarditis, pneu-
monia, and empygemia following.

The patient ultimately recovered.

The chart in this case may be read as follows :

—

The rigors before admission, and those from August ist to

I ith, were due to a continuous source of infection, for an extra-
dural abscess was found at the time of the operation, and there
may have been some thrombosis of minute veins about the ear, or
a roughened area on the wall of the lateral sinus. Plugging of

the sinus by operation and ligature of the internal jugular vein
cut off the supply of infective material, with a temporary cessa-

tion of the rigors, but not before some infection of the lungs
had occurred, and these embolic infarctions, by breaking down
and disseminating their poison into the circulation, produced
the secondary series of rigors from 15th to 19th. The alterna-

tive is that by plugging of the sinus the circulation was deflected,

allowing the opposite patent lateral sinus to carry the infective

material ; but this does not seem probable, as previous to plug-
ging the sinus there was freer circulation to carry off poisonous
material, yet there was no such severe succession of rigors as

those from 15th to 19th in the previous portion of the chart from
the 1st to the nth, and, moreover, had the infective material
been carried by the opposite sinus, rigors would have been pre-
sent from the nth to the 15th.



148 The Study and Diagnosis of the

A difEerent condition was presented by the temperature chart

in another case from the case of a patient who began to feel

a pain in the head eleven days previous to admission to the

Hospital.

Three days prior to admission the pain became much worse,

which may have been due to the plugging of the sinus. A
succession of rigors follows for three days, due to the disin-

tegration of the thrombus, for at the operation the sinus

and jugular vein were both found blocked. The obliteration

of the sinus and vein entirely stopped the rigors, though the

temperature remained irregular for some time. According to

the notes of the case no extradural abscess was found at the

operation. Eecovery followed.

A chart from the case of a child aged sis showed an irregular

temperature, iOO°-i04°, with a fall to normal at death. At
the post-mortem examination there was breaking-down clot in

the lateral sinus and the jugular vein was thrombosed. No
raeningitiSo Pygemic infarcts in the lungs. No convulsions

occurred during life. It illustrated the absence of rigors in

children, and also the progressive rise of respiration and pulse-

rate to death.

In another case, post-mortem, much meningitis was found,

and the lateral sinus is described as "simply a tube of pus."

For this to have been so, it must have been blocked at either

end by a firm coagulum, or the blood would have been washed

away by the blood-current. The chart was really one of menin-

gitis, with temperature rising to 107° at death, but it illustrates

the prevention of rigors in septic thrombosis by a plug of clot

at either end.

In relation with this may be mentioned a case recorded by

Knapp in the Archives Otology, vol. xxi., in which there were

no rigors, the temperature never rose above 101°, though the

left lateral sinus, the superior longitudinal, and the torcular

were all tightly filled with pus, prevented, however, from enter-

ing the general circulation by firm coagula in the left internal

jugular vein and in the right lateral sinus.

And one by Kipp (Archives, vol. viii.), plugs retaining the

pus ; only one rigor (T. 103°), whilst the temperature, with the

one exception, never exceeded 101°. There was, however, a

tempore-sphenoidal abscess.

Again, from a patient aged four. Post-mortem, fluid blood

as far as the horizontal portion. Half-an-inch before termina-

tion of the sinus was dirty yellow pus. Thrombosis of internal

jugular vein. Infarcts in both lungs.

The day before death the sinus had been oj)ened and the clot
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removed, but the internal jugular vein had not been tied. No
rigors or convulsions.

The chart illustrated the absence of rigors in children, irre-

gular temperature from breaking down of the clot, with a

previous lull of four days, due to the occurrence of thrombosis.

Swelling along the internal jugular vein was not noticed till two
days, but this does not exclude the formation of thrombosis
higher up before this date. It also illustrates the early inter-

mittent and late remittent temperature, a not uncommon
occurrence according to some observers.

Another chart was taken from a case which post-mortem
showed diffuse septic meningitis, in addition to breaking-down
clot in the sinus.

It illustrated the absence of rigors in children, and the change
in the type of the temperature on supervention of meningitis

and progressive rise to death.

Another case illustrates the cessation of rigors for three

days after operation. A series of secondary rigors, due to

either deflection of the current or to lung implication, though
none was mentioned. A temperature of 108°, followed by
recovery.

Another case, post-mortem, "Meningitis of base, pus in the
lateral sinus, firm clot in jugular below. No evidence that pus
had passed into the general circulation."

Death was due to meningitis.

Onset occurred on January 29th; rigors on 31st, February
1st (two) and 2nd.

It illustrates cessation of rigors on 4th, due to onset of throm-
bosis, and secondary rigors prevented by presence of thrombus
in the vein, pulse-rate rising to death.

Lastly, a case admitted Nov. i, death on 29th. Post-mortem.,

"Necrosis of temporal bone close to and involving the lateral

sinus, which was filled with ante-mortem clot, not passing into

the jugular vein. Fetid pus in both pleurge and abscesses in

the lungs."

I assume this to mean that the clot was not of long standing,

and that it was not breaking down.
For the marked succession of rigors we have an evident cause

in the necrosis involving the lateral sinus, and with a roughened
area probably therefore present, and thrombosis not induced.

This areawould be constantly discharging infective matterinto the
circulation. That the sinus was not plugged early was probable,

from the notes stating that on November 12th blood flowed

from the ear on several occasions, as much as half an ounce at

a time. This probably came from the lateral sinus, since the
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necrosis involved its wall. The only other conditions I know
of giving rise to large quantities of .blood from an ear the sub-

ject of chronic disease are malignant disease and ulceration of

the internal carotid artery, both of which were absent here.

From the recent appearance of the clot in the sinus I think

it only fair to assume that it occurred not very long before

death, and the sudden cessation of rigors on 17th for five days
makes it likely that it occurred about this date, and was the

cause of that cessation. The two rigors later have sufficient

cause in the lung condition, for on the 19th the effusion present

in the pleural cavities was serous (by the syringe), while on the

29th at the post-mortem pus was found, showing that the lung
changes had progressed, and also practically negativing any
view that rigors previous to the 17th might have been due to

this cause.

Prior, at any rate, to the 17th the chart represented the

occurrence of pyaemia without thrombosis.

From these charts can be drawn the following conclusions :

—

1. That absence of rigors is due to

—

(a.) The patients being children.

(&.) The supervention of thrombosis cutting off the supply of

infective material.

2. That rigors when present may be due to

—

(a.) The onset, the primary initial lesion.

(6.) A continuous supply of infective material from that

lesion, whether extradural abscess, involvement of minute
veins, or a roughened area on the sinus wall, no protective

thrombosis being formed.

(c.) The breaking down of clot in the lateral sinus.

{d.) Secondary embolic processes, abscesses in the lungs,

pericarditis, &c.

As already mentioned, the local indications of sinus throm-

bosis may be very scanty, but I think that a thorough considera-

tion of the temperature charts and the conclusions drawn from
them, often give indications, apart from local signs, which can

help us to diagnose whether we have to deal with a case without

thrombosis or with thrombosis.

For, in the first class, we shall get a continuous succession

of rigors from the very onset of the disease, and in the second,

after the primary rigors, there will follow a break, due to the

supervention of protective thrombosis, which in turn will be

followed by a well-marked series of rigors due to the dissemina-

tion of infective material by its disintegration, giving a tempera-

ture chart described as typical of lateral sinus thrombosis. This

is borne out by the examination of the cases I have at my
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disposal, and where fairly complete notes have been taken from

onset to jfinish, I find

—

(i.) That cases without thrombosis, an extradural abscess

being present or not, give a succession of rigors from the first

onset to the close of the case, or until thrombosis was induced

by tying the jugular vein and obliterating the sinus.

(2.) That in cases where thrombosis supervened before

operation, there was always a break in the continuance of the

rigors, varying one to five days, indicating the occurrence of

the thrombosis, and that a series of rigors commenced again,

indicative of the breaking down of the thrombus.

(3.) That in one or two cases, where at operation no throm-

bosis of the lateral sinus was found, and a break had occurred

in the rigors, or they had ceased and not returned, or never

been present, and death occurred shortly after, the roughened

area on the sinus wall, contiguous to an extradural abscess, was

covered with healthy clot which did not obliterate the whole

lumen of the vessel, but which was evidently sufficient to stop,

temporarily ai: all events, the further infection of the system.

(4.) That the initial series of rigors varies in length, accord-

ing to the time previous to thrombosis supervening, which may
occur as little as three days after the onset.

(5.) That in cases without thrombosis, where an extradural

abscess is present, the rigors from the onset onwards are more

occasional, and separated by greater intervals of time, than

when no extradural abscess is present, but the cause of infec-

tion has to be sought in the small radicles from the middle ear.

In the latter case the rigors follow each other much more

frequently, daily, or sometimes often er. Owing to the de-

ficiency of correctness in the early history of cases, I do not

think this can be held as absolute, but it occurs in sufficient

frequency for me to present it as a suggestion of what may
prove to be the truth on fuller future investigation.

Death in pygemia occurs in several ways.

(a.) As a result of secondary meningitis.

(h.) Eespiratory failure as result of great involvement of the

lungs.

(c.) Gradual loss of strength, wasting, exhaustion, and col-

lapse.

(d.) From sudden cedema of larynx (one case).

(e.) From peritonitis due to rupture of splenic abscess (one case).

(/) Hyperpyrexia sometimes. Often death occurs with a

temperature 104°-! 05°.
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Intradural Abscess and Meningitis.

An extradural abscess by destruction of the dura mater will

involve the pia mater and underlying cortex of the brain.

Should the inflammation become localised, we get a collection

beneath the dura mater. Sometimes this is formed without

any preceding extradural abscess, and then must be produced

by an inflammation starting in the pia mater, due to infective

material carried and deposited there by the blood stream.

Such a localised collection of intradural pus has been
diagnosed and successfully evacuated by operation.^

The symptoms of such an intradural abscess will be the same
as those of an extradural abscess, i.e. deep-seated pain and
tenderness to percussion, with additional symptoms due to

involvement of the underlying cortex, if the latter be such

as will, by its involvement, give rise to localising symptoms.

If situated over the motor area, phenomena in the opposite

limbs will indicate its position. More commonly such an

abscess is of wider extent, associated with purulent meningitis,

and the quantity of pus thrown out between the dura mater

and the brain, amounting sometimes to several ounces, by its

pressure causes additional symptoms.
The following forms of meningitis may occur :

—

(i.) Acute non-suppurative, ending in resolution.

(2.) Acute suppurative : (a) Localised
; (&) Diffuse

;
(c)

Cerebro-spinal.

(3.) Tuberculous.

(i.) Acute Non-Supyurative.—As this results in resolution,

no actual evidence of its previous presence is obtainable post-

mortem ; it should not be assumed, therefore, as non-existent.

Cases of apparent chronic ear-disease sometimes develop

serious head symptoms,—headache, photophobia, strabismus,

delirium, and even optic neuritis,—and yet completely recover

without surgical interference.

It has been stated that optic neuritis may occur in chronic

ear-disease alone, without any intracranial complications. This

may be so, but to my mind there appears no reason to think

this was dependent on anything else but some amount of

meningitis which underwent resolution, the symptoms of which

were so slight as to be unobserved, or, if observed, to have been

considered trifling in nature.

Localised non-suppurative meningitis over cortex, not includ-

ing the motor area, would give rise to no localising symptoms

1 Brit. Med. Jourii., Dec. 13, 1893.
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beyond tenderness to percussion and deep-seated pain, and
these occurring in the course of chronic ear-disease, in con-

junction with other head symptoms, would appear due to

meningitis, and not to ear-disease. That meningitis is not

always fatal we have evidence post-mortem, for there is

always some amount of plastic exudation round carious bone,

glueing together the brain, meninges, dura mater, and bone,

preventing the onset of diffuse suppurative meningitis ; and
what is this j^lastic exudation but a certain small degree of

meningitis ? We have evidence that greater inflammation of

the meninges than this can take place with recovery, for in the

Lancet, April 8, 1893, is recorded a case where fibrous tissue,

the result of inflammation originating in ear-disease, glueing

together brain, pia mater, &c., actually contained caseated pus,

and by its contraction produced such pressure on the motor
area as to cause violent epileptiform convulsions, resulting in

death, with no evidence of acute meningitis.

It would therefore appear probable that localised meningitis

resulting in resolution is not an uncommon occurrence in con-

nection with chronic ear-disease. The following case serves

as an illustration of such a condition.

Male, 16, admitted to St. Bartholomew's Hospital, October

13, 1890.

History.—Chronic ear-discharge for five years.

Eighteen days ago was run over by a cab, and was admitted

to Hospital for three days, and then discharged. Soon after

began to have pains in the head, which have increased.

Two days ago vomited and became drowsy.

On admission—Almost unconscious. Roused with difficulty.

Head retracted and eyes half -closed. Eyeballs upturned.

Pupils small but react. Muttering delirium. Breathing
badly. Pulse 120; temp. 102°.

After three days temperature came down, he became con-

scious, and generally improved.

October i6th.—Optic neuritis found.

October i8th.—Quite intelligent. Pain in left ear, mostly
posterior.

October 20th.-~Temperature rose to 100° at night. Increased

discharge from the ear lessened the pain.

November nth.-—Swelling behind ear subsiding in two days.

December 1 2th.—There has been gradual improvement. Left

the Hospital.

(2.) Acute Swppurative.—This may arise by transference of

infection from the middle ear to the meninges without involve-

ment of intervening structures, the exciting cause being some-
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times a blow on the head or ear, or it may be produced by
continuity of disease spreading through the dura mater from
an extradural abscess.

Again, it may arise from an intradural abscess, of which the

commonest positions are over the roof of the tympanum, the

squamous portion of the temporal bone, and then the cerebellar

fossa ; in fact, the same as extradural positions, the symptoms in

the two cases being practically identical.

Secondary meningitis may arise by spread from thrombosis

of the lateral sinus, or by the rupture of a brain abscess, and
in these cases forms the fatal terminations of the lesions throm-

bosis and abscess.

The symptoms of acute suppurative meningitis vary accord-

ing to the position, extent, and duration of the inflammation.

Typical symptoms may be described as follows :

—

The onset is sudden, accompanied possibly by a rigor.

Headache follows rapidly, severe in character, local or general

independently of the situation of the inflammation, and often

characterised by severe exacerbations. Vomiting and delirium

appear early, this early appearance being a point in favour

of meningitis, as opposed to abscess in a doubtful case. Giddi-

ness and photophobia are often present. The patient resents

interference, is morose and irritable, lies with flexed limbs,

retracted abdomen, face and head hot or alternately flushing

and paling, and contracted pupils.

Tache cerebrale may or may not be present. The tempera-

ture is raised to ioi°, 102°, or higher, remaining at some
elevated mean, rising and falling daily above and below this

level, and does not show the marked up-and-down character

of the chart of pygemia. It sometimes varies under the two
axillae as much as three degrees, and is not always higher

under the same axilla throughout the course of a case. It

may rise above 108° at death.

Optic neuritis is often present, but sometimes entirely absent

in a well-marked case. Pain may be complained of or increased

on percussing the head, and retraction or rigidity of the neck

be present without the meningitis necessarily involving the

posterior fossa. The pulse is rapid, irregular, and small, and
irregularity may be a feature of the respiratory rhythm.

After this early stage has lasted a variable time, the patient

becomes drowsy, stupor supervenes, and he passes into coma,

with pale face, cold sweating extremities, stertor, and involun-

tary evacuations. The pupils become dilated and insensitive,

but may vary in size. The temperature remains elevated,

sometimes rising high at death, and perhaps continuing to rise
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after death has taken place. Occasionally respiration fails,

while the heart continues beating feebly, but never for so great

a length of time as it does in some cases of brain abscess.

Involvement of the base of the brain, especially of the poste-

rior fossa, produces marked increase in retraction of the neck
and head, amounting to opisthotonos in a few cases, and in

addition cranial nerves may be implicated, the most common
result being strabismus in varying combinations, and often

changing rapidly from one kind to another. Severe pain in

the eyes, or at the back of them, is usually an indication of

meningitis at the base, but is not absolutely so, as the same
symptom is occasionally present in abscess without associated

meningitis. Involvement of the convexity produces the general

symptoms above mentioned, and should the motor area be in-

volved, phenomena in the opposite limbs will appear.

Convulsive movements are common to either the early or late

stage, but typically more so in the first, as irritation is produced
early. Rigidity and convulsive movements of the face, arm,

and leg on the opposite side result from this irritation, and
sometimes pass over to the other side of the body, without any
meningitis over the corresponding motor area to account for it.

With these convulsive movements the knee-jerks may be in-

creased and ankle-clonus present, but these signs show marked
variations during the course of a case.

As the inflammation proceeds, destruction of cells in the

cortex takes place, and more and more pus becomes poured out

between the brain and the dura mater. The cortex post-mortem
is found softened, and stained yellow or greenish to a varying

depth. The result of both these factors—namely, pus and
cortex destruction—is to produce paresis, and finally paralysis

of the opposite side of the body, till a loss of sensibility and
complete hemiplegia results, sometimes with loss of knee-jerk,

and also aphasia, if the inflammation be on the left side of the

brain. Sometimes the first indication of paresis is that the

patient does not voluntarily move the limb, but can do so with
ease on request. The pulse-rate decreases in frequency, and
when large collections of pus have been tapped by operation, an
immediate rise of as much as 30 in frequency has attended its

evacuation. In infants this increase of pressure causes the

fontanelle to bulge.

A localised meningitis may give no more symptoms than those

of the extradural abscess from which it arises, or of one in the

same situation ; and should the motor area be involved, we get
spasm,rigidity, paralysis, &c., until, by the spread of the inflamma-
tion, the meningitis becomes diffuse, with any or all of the symp-
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toms above mentioned. Prom diffuse another step forward in-

volves the spinal cord, and a cerebro-spinal meningitis results. In

addition to the symptoms dependent on the cerebral meningitis,

there are added others due to the spinal, such as marked opis-

thotonos, and severe pains and hypergesthesia of arms and legs,

with various spasms or paralysis of the limbs according to the

involvement of the spinal nerves. This cerebro-spinal menin-
gitis is distinct from epidemic cerebro-spinal meningitis, though

the ears may be involved in both. In the former, the ear con-

dition is primary to the meningitis, and the pathological changes

in the ear are usually advanced. Even when the meningitis

starts from an acute otitis media, some differences are to be

found, for the ear is generally filled with pus, and perforation

of the membrane may have already taken place ; whereas in

epidemic cerebro-spinal meningitis the inflammation of the

meninges is primary, and the pus in the middle ear does not

fill it up to such an extent, and is, moreover, often only muco-
purulent. The glairy fluid present in the ears of young children

must not be mistaken for this muco-purulent fluid due to the

cerebro-spinal meningitis. Moreover, both ears are usually

affected in cerebro-spinal meningitis, but often only one in

acute otitis media. The path of spread is in both cases the

same—namely, by way of the internal auditory meatus, or by

the processes of fibrous tissue carrying vessels which run from

the ear to the meninges.

After chronic otitis media, the distance to which the inflam-

mation spreads down the spinal cord will depend to some extent

on the time at which death takes place. Indeed, the duration

of life will often modify the symptoms of meningitis, for coma
may supervene so rapidly that interference with motor and

sensory nerves has not time to take place, nor optic neuritis to

develop. Again, the irritable stage, with delirium, &c., may
last a few days, and coma suddenly put an end to life, the

comatose stage being but a matter of a few hours.

(3.) Tubercular Meningitis.—The presence of tubercle bacilli

in some chronic ear-discharges would lead us to suspect that

tuberculous meningitis might arise from this source. Tuber-

culous meningitis does occur in children, without any other

obvious lesion being discovered, even after a most careful

search, except a chronic ear-disease, and we are therefore led

to consider this as the origin of the meningitis. It does not

appear common in adults for tuberculous meningitis to arise

from ear-disease.

Whenever it occurs, its symptoms are those usually described

in text-books.
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Abscess of the Brain.

Ear-disease alone, of all causes of abscess on the brain, accounts

for about 50 per cent, of all cases. As injuries, &c., chiefly

affect the cerebral hemispheres, ear-disease becomes almost the

sole cause of cerebellar abscess.

Following ear-disease, the abscess usually occurs in one of

two situations—the temporo-sphenoidal lobe and the cere-

bellum, but occasionally an abscess is met with in either the

frontal, parietal, or occipital lobe, or in the pons.

Of 100 cases of abscess after ear-disease, 33 were purely

cerebellar ; 6y were cerebral (including 2 cases where there

was an abscess in both). The male sex is more frequently the

subject of abscess than females, in the proportion of 5 to 3 (in

the 100 cases).

The complication is commoner on the right side in the total

cases, and also when both ears were the subject of otorrhoea,

and the preponderance of right over left appears due to females,

and not males. For full details and deductions see statistical

tables (p. 188). The abscess is generally single, but double
abscesses occurred in three cases. In two of these there was
one abscess each in the temporo-sphenoidal lobe and cerebellum,

and in the third, one in the temporo-sphenoidal lobe, and one
in the occipital lobe. When occurring in the cerebellum, it is

generally in the lateral lobe, and rarely in the middle lobe.

Two or three small abscesses are occasionally present in the

lateral lobe in place of one of larger size.

The temporo-sphenoidal abscesses, by simple increase in size,

sometimes involve the frontal, occipital, and parietal lobes, but
it is unnecessary to make a separate class of these. Cerebellar

abscesses are commonest between 1 1 and 20, and cerebral

between 1 1 and 30, being nearly equal in frequency in the two
decades, 1 1 and 20 and 2 1 and 30 (vide tables).

The earliest age afflicted with cerebral abscess was i year and
8 months, with cerebellar 2 years, while both may be met with
above 50.

The duration of the otitis previous to the onset of the abscess

varies considerably. In cerebellar abscess the shortest duration

mentioned is three weeks, and in several others it is described as

acute. The duration of three weeks is probably correct, as it

occurred with scarlet fever, but there is no reason to show that

the others may not have been secondary acute attacks of otitis.

In cerebral, the shortest duration definitely stated is two months,
and the few acute cases may again have been secondary acute
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attacks. The longest duration of the otorrhcea, in both cere-

bral and cerebellar, was over thirty years (see tables). We find,

therefore, that abscess occurs generally with otorrhcea of long

standing, but can and does occur with either primary or secondary

acute attacks.

Comparison of Tables III. and XIII. show that the greatest

number of cases of pyeemia occurs in the first ten years of

life, followed by a gradual decrease in the number of cases

in each decade, while in abscess the first ten years of life

are not most affected, but the maximum number of cases

occurs in the years 11-20, closely followed by the years

21-30, with subsequent decrease in each decade. Does this

mean that it requires a greater destruction of bone around the

ear to produce an abscess than to infect the lateral sinus and
give rise to pysemia ? Not exactly, for the important factor of

drainage plays a part. The worse the drainage, the more
quickly the unhealthy processes and bone destruction go on,

and vice versa. It is a fact that cases of abscess arising by
direct continuity outweigh in number those arising by carriage

of infection ; that is to say, that more abscesses are associated

with carious processes in the bone than without them. The
way in which infection is readily carried from the ear by
veins running into the lateral and other sinuses has already

been explained, and we can understand that bad drainage will

have its first effect on the blood-vessels. Pathologically they

are responsible in great part for the continuance of the dis-

charge, which, if its outflow be prevented, has a tendency to at

least slacken the flow in the blood-vessels, amounting, perhaps,

in some small channels to reversal of current, and affording

additional facilities for the absorption of infective matter into

the small veins, and thus into the lateral sinus. The sinus is

therefore likely to suffer early, and if it avoids infection, and
therefore possible death to the patient, the bad drainage is

given an opportunity to produce bone destruction, followed in

due time by the formation of an abscess by continuity. If the

drainage be not bad, the sinus is not so likely to be involved,

and the bone changes can proceed slowly, but still with an
ultimate tendency to produce a brain abscess. It may be stated

thus—and it will be interesting if future investigation and
observation during life prove it to be the case—that in chronic

ear-disease bad draining tends to produce the earlier incidence

of thrombosis of sinuses, while free drainage gives longer im-

munity, with tendency to abscess in later years. That bone

destruction does not account for it all is, I think, evident from

the fact that abscess is occasionally a complication of acute
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otitis, when the bone changes have not had time to develop.

In cases of abscess ending early in life, with a short history of

discharge, we must suppose the drainage to have been defec-

tive ; while in those ending later, with a corresponding longer

history of discharge, we must suppose the drainage good. The
shell of bone between the middle ear and the temporo-sphenoidal

lobe is so extremely thin, and offers so much less resistance to

unhealthy processes than do the structures between the middle

ear and the cerebellum, that we should expect, other things

being equal, that cerebellar abscess would occur later in life.

But as a matter of fact (Table XIII. h) we find it is commonest
from II to 20, whereas cerebral is commonest from 21 to 30.

This can be explained by thrombosis of the lateral sinus being

commoner in the earlier years of life, and because that lesion is

more commonly associated with cerebellar than with cerebral

abscess. Twelve cases out of 33 cerebellar had thrombosis of

the lateral sinus, and of the 18 of these cases which occurred in

patients up to 20 years of age, no less than 7 were associated

with thrombosis. Therefore the occurrence of thrombosis of

the sinus with cerebellar abscess lessens the age at which cere-

bellar abscess occurs more frequently as compared with the age

at which cerebral abscess is most prevalent.

The formation of an abscess may take place in several

ways.

(i.) By direct continuity-spread of inflammation through
the bone, with or without an extradural abscess, plastic exuda-
tion fixing dura, meninges, and brain together, and extension

inwards into the brain substance. This is the usual and com-
monest method of formation.

(2.) By intervention of inflammation of the lateral sinus,

followed by involvement of the visceral side of the sinus in the

inflammation, and thence infection of meninges and brain.

This occurs chiefly in cerebellar abscess, but also in cerebral,

though not to so great an extent. Eleven out of 67 cerebral

cases, and 12 out of 33 cerebellar were accompanied by throm-
bosis of sinuses.

(3.) By deposition of infective material in the brain at some
distance from the seat of infection, by thrombosis of veins and
sinuses with reversal of current, or by conveyance along their

perivascular sheaths. In such cases the abscess may have as

much as one inch, but usually about one-eighth to one quarter

of an inch, of healthy brain tissue between it and the seat of

infection.

(4.) The combination of cerebral and cerebellar abscess on
the same side of the brain is produced by the causes acting in
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two directions at once, or by the same extradural abscess

spreading in two directions.

(5.) The formation of occasional abscesses at a distance in

the frontal or occipital lobes can be accounted for by conveyance

of infection by blood-vessels after reversal of current in them
by thrombosis of sinuses, or by conveyance to the lungs and
thence back to the brain.

(6.) Abscesses in the opposite side of the brain to the ear-

disease may be formed thus

—

(a.) By spread of thrombosis through the cavernous sinuses

into the opposite petrosal sinuses, and infection of the brain

from these.

(h.) When two abscesses occur, one old-encapsuled, and the

other recent and non-encapsuled on the opposite side of the

brain (ear on this side being healthy), and no thrombosis of

sinuses is present, we can only conclude that the infective

material was conveyed into the general circulation, and thrown
again into the brain circulation and arrested there.

As a rule, abscesses follow chronic ear-disease, disease of the

tympanum being more likely to produce cerebral abscess, and
of the mastoid cells cerebellar. An abscess from a chronic fetid

discharge contains fetid yellowish-green pus, and occasionally

foul gas. and the reaction of its contents is alkaline if of long

standing. The fetor is due to the action of saprophytic

bacteria. In an abscess from acute otitis media the pus is

yellow, without odour and acid in reaction, if of short

duration.

An acute abscess has an irregular shreddy wall, whilst a

chronic one has a smoother pyogenic membrane of varying

thickness.

Eound an acute abscess there is always a surrounding area

of softened brain tissue. Post-mortem there is found round an

encapsuled one some inflammation, and it seems probable that

this was the cause of the acute symptoms preceding the death

of the patient.

The capsule takes a variable time to form, which cannot be

estimated in ear cases, but in traumatic ones has been found

commencing during the second week, and fully formed after

two months, but sometimes the abscess remains longer than

this without any capsule formation.

When formed, the abscess increases in size, provided the

inflammation to which it gives rise be not severe enough to

cause the immediate death of the patient, and apparently the

capsule does not interfere with this increase ; for it is hard to

believe that a large encapsuled abscess has grown to its present
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size without any symptoms and then become stationary and
permitted a capsule to be formed.

Increase in size may bring the abscess nearer to the diseased

bone, and allow of discharge externally, as already shown in

pygemia.

It may involve the meninges and produce fatal meningitis,

either by bursting into them or by involving them in the sur-

rounding inflammation before actual rupture takes place ; or,

again, it may end fatally by rupture into the lateral ventricle.

An abscess may be produced by a secondary acute attack of

otitis media of only a few weeks' duration, and remain dormant
in a capsule with subsidence of ear-discharge until aroused

into activity by another attack of otitis media, or by some
external influence such as a blow on the head. Increase in

size flattens the convolutions over it, and involves fresh areas

of brain tissue, these possibly giving rise to fresh symptoms.
From the pathology of the production of an abscess by con-

tiguity it will be seen that the commonest position for an
abscess in the temporo-sphenoidal lobe ought to be in its posterior

half, and in the cerebellum the anterior portion of the lateral

lobe rather towards its outer side, for here it approaches the

lateral sinus and petrous bone from which infection is derived.

Both these situations are found in actual practice to be the

commonest ones.

Symptoms.

Absence of symptoms is sometimes a marked feature, while,

on the other hand, a great variety of symptoms may be met
with in a long series of cases.

The absence of symptoms depends on

—

(i.) Presence of the abscess in situations of which involve-

ment causes no local and few general symptoms, such as the

white matter, whereas when the grey matter and tracts are

involved symptoms become more prominent. When the abscess

can be syringed and probed, and the brain many times explored

without production of any definite symptoms, their absence is

not to be wondered at.

(2.) Parts being bilaterally represented in the brain, it seems
probable that if both sides be developed and educated, the one
not involved could take on the function of the involved side.

Where only one side is educated, as the speech centre, the

opposite side cannot take on its function, and the absence of

the normal condition is then a great guide to the situation of

the abscess.

VOL. XXXIV. L
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(3.) In some measure the rate of development of tlie abscess

will play a part, for chronic encysted abscesses often produce
none but slight symptoms till acute inflammation ensues with

more definite indications of its presence.

(4.) Masking of symptoms by those of another condition,

such as meningitis and thrombosis of the lateral sinus.

When an abscess commences, it gives rise to some slight

symptoms, such as pain in the head, a rise of temperature,

vomiting and giddiness, and there may also be a rigor or con-

vulsive seizure, usually with cessation or diminution of discharge.

Following this the temperature falls, in a typical case remaining
normal or subnormal.

As it increases in size it involves fresh areas of brain sub-

stance, and symptoms such as paralysis, &c., may become evi-

dent. Should it become encapsuled, it may give rise to no
symptoms till inflammation produces terminal acute effects.

The close of the case may be produced by the mere presence

of a large chronic abscess, or of an acute one, or by rupture of

the abscess into the lateral ventricle or on to the surface of

the brain, inducing meningitis.

All gradations are present between an acute and a chronic

abscess.

Symptoms of abscess may be divided into General and
Localising. In some cases it is difficult to place a given

symptom in one or other class.

A.

—

General Symptoms.

Headache and Pain.—Often the earliest indication. It varies

in severity, but is most often agonising, and sometimes requires

extremely large doses of morphia to relieve it. It is of a dull

aching character, and its situation is no safe guide to the situa-

tion of the lesion, for its position may vary during the course

of a case, and be either local or general. It is sometimes only

in evidence on change of posture, none whilst the patient is

recumbent, but immediately on sitting up, or on any exertion,

or on percussion of the head, pain of an agonising character

is experienced, sometimes lasting for an hour or two after

the exciting cause has ceased to act ; it is not uncommonly
paroxysmal in nature. Occasionally intense neuralgic pain

localised to one spot is the only and earliest symptom of abscess.

General Depression and Dehility.—Every organ and function

of the body is involved to a greater or less extent in this.

Pallor or Muddiness of the Skin may be present, and towards

the end a sickening odour may exude from it.
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Abdominal Symptoms.—Loss of appetite, fetor of breath,
nausea, vomiting, constipation, retracted abdomen, and rose
spots.

(a.) In contradistinction to loss of appetite, there is occasion-
ally present a voracious appetite for both food and drink, while
sometimes any fluid is eagerly taken, but solid food refused.

(5.) Fetor of breath depends probably on constipation and
indigestion with accompanying foul mouth. The tongue be-
comes dry and brown in the later stages and is sometimes
tremulous.

(c.) Vomiting may be present only at the onset or termina-
tion of a case, and may be constant and severe throughout or
entirely absent. By exclusion of mixed cases of cerebral and
cerebellar abscess, vomiting would appear rather more frequent
in cerebellar abscess, for it is mentioned as occurring eighteen
times in 33 cerebellar cases and thirty-three times in 65
cerebral.

In the 18 vomiting cerebellar cases thrombosis of sinuses
occurred five times, and in 33 vomiting cerebral cases also five

times. We thus get that in

2,2, vomiting cerebral cases 5 had thrombosis and 28 had none.

33 vomiting cerebellar cases 9 had thrombosis and 24 had none.

This shows that in cerebellar abscess the association of throm-
bosis and vomiting is present in a greater proportion than in

cerebral. But we cannot ascribe the excess of vomiting in

cerebellar abscess to thrombosis, because in those cases in

which vomiting is not mentioned we have no definite statement
that it was absent. The absence of this denial of the presence
of a symptom is the one cause which makes so many records
worthless for compilation of statistics. Foetor of abscess con-
tents does not appear entirely to cause vomiting, for though
it is more frequent with fetid abscesses, probably because fetid

abscesses outweigh in number non-fetid, yet severe and con-
stant vomiting is present in non-fetid abscesses.

It may be that the few cases of vomiting with non-fetid
abscesses depend on some undiscovered cause, and the vomit-
ing of fetid abscesses, at least in part, on some product absorbed
from the abscess. Nausea, vomiting, and giddiness, like pain,

are occasionally absent in a recumbent position or brought on
only by change of position. Vomiting, as a rule, has little rela-

tion to the ingestion of food.

Vomiting early in the case, associated with an irregular

temperature, is suggestive of thrombosis of the lateral sinus

;
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with delirium, of meningitis. A low temperature with vomit-

ing occurring late is in favour of abscess.

(d.) Constipation is nearly always present in abscess.

(e.) Retraction of the abdomen is not common.

(/.) Rose spots on the abdomen are rarely present.

In a case of cerebral abscess recorded in the British Medical
Journal of 1886, they came out in crops and resembled the

rose rash of enteric fever, but there was no ear-disease in this

case. They have, however, occurred with abscess after ear-

disease.

Emaciation becomes a marked feature in some cases, pro-

bably induced by general depression, indigestion, vomiting, and
constipation. When present with no vomiting, it may be due
either to deficient ingestion of food or assimilative power.

Mental Condition.—At the onset a change in manner or dis-

position may be noticed, followed by drowsiness, headache, and
dulness of intellect. Giddiness and vertigo are sometimes
present. As the case proceeds, delirium, stupor, coma, and
death follow. Yawning is occasionally noted. Melancholia,

and rarely a suicidal tendency, may be the most noticeable

features.

The state of slow cerebration is very suggestive of abscess.

All mental efforts are performed without their usual vivacity.

Loss of memory is present, and only when roused does the

patient appear capable of appreciating the import of questions,

and then the answers are given slowly, deliberately, and after

a pause, as though it required a considerable amount of effort

to bring into play the natural forces habitually co-ordinating

the relation between thought and speech. Letters may be
dropped and movements sluggishly performed. At other times

special faculties seem dull ; the patient may not recognise those

about him, but be capable of performing complicated move-
ments and be rational in his conversation. Coma is common
towards the end, though the patient occasionally recovers intel-

ligence for a time, relapsing again into his former condition.

Sphincters.—Retention and incontinence of urine and fseces

only appear at a late stage.

Temperature.—Tihe typical temperature of an abscess is a

rise to 101° or so at the commencement, followed by a gradual

fall to normal during the formation of the abscess, the tempera-

ture then remaining normal or below. The even course of the

sub-normal temperature may be broken by an abrupt rise

attending a rigor, but the temperature immediately resumes
its low level. Occasionally it is hyper-pyrexial at death.

In the majority of cases when the abscess is evacuated by
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operation the temperature rises and falls again. In uncompli-

cated cases, if the abscess be large the temperature may remain

high throughout, but this is exceptional.

Fulse in a typical case shows progressive decrease in fre-

quency till a rate of 55 to 45 has been attained. Here it

remains; but it may descend much lower than this, even to

10 a minute. It is irregular and full. A marked rise, as

much as 30 or 40 a minute, accompanies evacuation of an
abscess, and it remains a little raised with the corresponding

elevation of temperature, finally assuming its normal healthy

rhythm.

Its slowness cannot be entirely due to pressure, because in

one case the pulse did not fall below 80, yet the pus shot

out several feet when the abscess was opened, and also because

the pressure in meningitis is probably no less than in abscess,

and yet we get no decrease in pulse-rate.

Hespiration is decreased in frequency, and often shallow.

Towards the end it may become irregular and of the Cheyne-

Stokes variety. Sometimes respiration ceases whilst the heart

continues to beat, and artificial respiration has been performed
for six hours before death ensued.

This cessation of respiration occurs suddenly and quite spon-

taneously, though it is sometimes induced on administration of

chloroform for an operation, and on evacuation of the abscess

respiration may be gradually resumed if artificial respiration be
performed.

Urine.—In one case of cerebral abscess this contained sugar

and albumen. In this case no mention was made of its

amount, nor of the presence or absence of other symptoms of

diabetes. We should expect sugar in the urine to be pre-

sent more commonly in cerebellar abscess, for pressure on the

medulla may produce both sugar and albumen in the urine.

Analysis of the urine of two cases of brain abscess (Somer-

ville. Lancet, September 1887) showed that it was character-

istic of the febrile state with diminished chlorides and in-

creased phosphates. After operation more urine was passed,

and the proportions of chlorides and phosphates became gradu-

ally normal.

Vasomotor Phenomena.—Alternate flushing and pallor are

occasionally seen. In one case of cerebellar abscess in the right

lateral lobe the right arm, hand, and face were spotted red and
hot, whilst the left side was pale and cold.
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B.

—

Localising Spnptonis.

Tenderness on percussion and pain, if always confined to one

spot, may be of value in localisation. Occipital headache and
pain in the neck and back on one side are in favour of cere-

bellar abscess. Kigidity of the neck muscles is sometimes an
indication of it, as it is also of meningitis.

Sensory and Motor JPhenomena.— (a.) Spasms and Rigidity.—
Convulsive twitchings of the opposite limbs may be the first

localising symptoms. Convulsions occur at the onset and at

the close of a case when rupture occurs into the lateral ven-

tricle. If they occur in succession, the patient becomes less

conscious during the intervals—that is to say, recovery is not

complete—and some paresis of the affected muscles may be left.

They replace rigors in children, and are then general in their

distribution. They arise from irritation of the motor tract or

motor area by spreading and enlargement of the abscess, involv-

ing these parts in the surrounding inflammation. They are

commoner in cerebral abscess from its situation nearer the

motor area, &c.

(b.) Anaesthesia.—Impairment or loss of sensation is not very

common. It occurs in cerebral abscess in association with

paresis or paralysis of the opposite limbs from pressure on the

posterior part of the internal capsule. It may also be present

in cerebellar abscess from pressure on the pons. Numbness
and tingling of the opposite limbs are occasionally the first

localising symptoms in cerebral abscess.

(c.) Hypercesthesia is rarer than anaesthesia, and is occa-

sionally met with in cerebral abscesses accompanying motor
phenomena in the opposite limbs.

{d.) Paresis and Paralysis often comes on quite suddenly,

unattended with loss of consciousness. If the abscess in-

volve or press on the internal capsule, paresis or paralysis of

the opposite side of the body will occur, according to the

amount of involvement of the tract, amounting often to com-
plete hemiplegia. These may be accompanied by partial or

complete ansesthesia. These occur in cerebral abscess. In

uncomplicated cerebellar abscess we get two conditions :

—

(i.) Paresis or paralysis of limbs on the side of the body
opposite to the abscess, from pressure on the upper part of the

pons.

(2.) Paresis or paralysis of limbs on the same side of the

body as the abscess, from pressure on the lower part of the

pons, or on the medulla. The arm is most affected, and should
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the ocular muscles share in the weakness, there may be con-

jugate deviation of the eyes to the opposite side. Neither of

these conditions is common, but as they do occasionally occur,

they must be borne in mind.

Aphasia.—(a.) Motor is produced by an abscess involving the

speech centre in the posterior part of the third left frontal con-

volution, or by involvement of the centre or nerve fibres from
it in the inflammation surrounding a left temporo-sphenoidal

abscess, or by the pressure of such an abscess on the centre or

fibres from it. As abscess in the frontal lobe rarely occurs as

a result of ear-disease, it follows that aphasia is more often due
to pressure and surrounding inflammation.

(5.) Sensory, as evidenced by word-deafness, indicates a lesion

of the upper extremity of the first temporo-sphenoidal convolu-

tion.

The occurrence of either sensory or motor aphasia will there-

fore indicate a cerebral, and not a cerebellar abscess.

Reflexes.—Both skin and patellar reflexes are absent or dimi-

nished in the paralysed leg of hemiplegia.

The jDatellar reflex on one side may be lost with a cerebellar

abscess in the lateral lobe of the same side, the other remaining
natural ; but on the other hand, pressure on lateral columns of

the medulla cuts off the fibres inhibiting the knee-jerk, and it

is increased.

Attitude, Equilibrium, and Vertigo.—The decubitus of the

patient is not often mentioned in records. It has been stated

that it is a point in favour of cerebellar abscess for the patient

to lie with the side of the face corresponding to the side of the

lesion uppermost, the concavity of the body being also towards

the lesion. In the three cases in which decubitus is mentioned

in cerebellar abscess, they all lay on the same side as the lesion.

Incoordination of movement is produced by pressure on the

middle lobe of the cerebellum, and thus staggering and un-

steady gait is present in cerebellar abscess.

Vertigo is sometimes present, and may only be brought on by
change of position or closing the eyes. There is a tendency to

fall towards the affected side ; but this is not always the case,

for the tendency may be to fall forwards or backwards.

Ahscess in the Pons.—Though very rare, it is as well to bear

in mind that, if of sufficient size, it may produce difficulty of

deglutition and articulation, alternating hemiplegia or bilateral

paralysis of face and limbs.
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Affections of the Cranial Nerves in Diagnosis
OF THE Complications.

1. Olfactory is of no value in diagnosis. The position of the

olfactory bnlb is such that it could not be affected in throm-

bosis of sinuses, and unlikely to be involved in abscess, as this

is rare in the frontal lobes.

2. Optic.—Loss of sight is occasionally complained of. The
two great affections of this nerve are : (a.) Homonymous hemi-

anopia
; (&.) Optic neuritis.

(a.) Homonymous Hemianopia is the result of pressure on, or

involvement of, the posterior part of the optic thalamus or nerve

fibres for the optic nerve between the centres and the chiasma.

It is not a common symptom, possibly because its presence is

not often looked for. We should expect it to be common in

temporo-sphenoidal abscess, because the fibres from the external

geniculate body to the cuneus pass through that lobe.

A left temporo-sphenoidal abscess will obliterate impressions

from the right half of the field of vision, and a right abscess

from the left half. The presence of this symptom is an indica-

tion of the side and situation of the abscess, and excludes at

once involvement of the cerebellum.

(&.) Optic Neuritis originates from any of the lesions under

consideration. It is usually double, especially in meningitis
;

but in thrombosis, and more frequently in abscess, it may be on

one side only—that of the lesion. When double, it is often

first observed on the side of the lesion, quickly followed by its

appearance on the other side, though the intensity on the side

of the lesion may remain greater than on the opposite side

throughout the whole course of the case. It is always an acute

neuritis, whether or not the lesion causing it be chronic.

Its duration varies according to circumstances.

After operation it often subsides rapidly, disappearing in as

short a time as fourteen days in thrombosis, and four weeks in

abscess. The rapid disappearance in some cases of successfully

evacuated abscess is possibly due to the neuritis being the re-

sult of pressure on the nerve fibres, or to their involvement in

the area of inflammation surrounding the abscess, both of which

rapidly subside on discharge of the contents of the abscess. It

is entirely absent in a great many cases of any of the complica-

tions of otitis, even when looked for, and I think this may be

due to death occurring before it has had time to develop to an

extent appreciable by the ophthalmoscope ; for sometimes, when
the diagnosis is obvious, optic neuritis does not make its appear-
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ance till far on in the case. Should the patient survive, re-

coveiy of function of the nerve is complete, no impairment of

vision resulting. This is not very remarkable when it is con-

sidered that with extreme optic neuritis no diminution of the

visual powers is complained of, making allowance, of course, for

the mental condition of the patient. It is seen earlier in menin-
gitis than in abscess. As it occurs in cases in which no gross

cause involving the optic nerve itself can be found for it post-

mortem, it must be produced by an affection of the brain or

meninges.

Rohrer suggests that optic neuritis is due to blockage of

lymphatics round the carotid artery hindering the flow from
lymphatics round the ophthalmic artery. Against this we have
absence of optic neuritis where such changes have taken place

round the carotid as to cause ulceration of its walls, rupture, and
death of the patient. It has already been mentioned that optic

neuritis occurring in ear-disease is probably the result of some
amount of meningitis which ended in resolution. It is usually

said that optic neuritis in meningitis arises by extension of in-

flammation from the meninges along the sheath of the nerve, and
some would go so far as to say that optic neuritis is never pre-

sent unless there is meningitis. In some cases of abscess with
optic neuritis we cannot find any naked-eye evidences of menin-
gitis after death. Those who contend this must admit that the

meningeal inflammation may be so slight as to give rise to no
evidence of its presence post-mortem, and must therefore be
little more than a slight hypersemia. If so slight an inflamma-
tion can produce optic neuritis, why is it not present in every

case of well-established meningitis, or in a large abscess, both
of which must produce some general hyperemia, and how is its

absence to be accounted for in cases of marked basal menin-
gitis, which of all others is most likely to involve the optic

nerve in inflammation ? It may be that death occurred before

the neuritis was advanced enough to be discovered.

In the case of abscess, extension of inflammation along the

nerve tracts going to the optic nerves produces optic neuritis,

which often does not appear till late in those cases of abscess

involving the fibres from the external geniculate body to the

cuneus, should they survive long enough to permit of its onset.

The cause of this may be due to the inflammation taking longer

to travel by the nerve fibres themselves than by the sheath of

the nerve ; for in meningitis optic neuritis appears early, espe-

cially if the base of the brain be involved. It may also explain

why, in some cases of abscess, optic neuritis does not appear till

secondary meningitis is induced, that is, that the meningitis has
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produced the optic neuritis before the abscess has had time to

do so. Obviously, the exact reasons of its presence and absence

are not entirely understood.

In part, at least, its absence in some cases of abscess may be

due to the abscess and its surrounding inflammation not involv-

ing the nerve fibres, and that it is only when the abscess reaches

a certain size, or the surrounding inflammation takes place to a

greater extent with the onset of terminal symptoms, that it is

produced, or would be so did not death prevent it. In cases

where it has been examined for the result recorded, I find

—
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Thus making it a little the commonest in meningitis, but nearly

equal in all three. This is not, however, a sufficient foundation

to make it a definite statement.

3. Oculo-MotoT and Ocidar Symptoms.—This nerve supplies

four muscles of the eyeball, the levator palpebree, the sphinc-

ter of the pupil, and the ciliary muscle. Its involvement will,

therefore, cause a number of occurrences.

(a.) Paralysis.—Paralysis of the fibres supplying one definite

muscle can rarely be made out, with the exception of those

supplying the levator palpebrge when ptosis results. We can
understand that irritation and compression of the nerve may
both occur, the former causing various and temporary squints,

while the latter, when the whole nerve is involved, results in

inability to move the eye inwards or upwards. The nerve can
be involved in meningitis, thrombosis of the cavernous sinus,

and in abscess.

In meningitis it is fairly common, especially when involving

the base, and then both eyes usually suffer. In thrombosis it

occurs if the cavernous sinus be involved and is on the same
side as the ear-disease. If the inflammation spread to the

opposite sinus, the other eye also suffers. Even in thrombosis

of the lateral sinus some temporary strabismus is occasionally

present, due possibly to slight involvement of the cavernous

sinus, with rapid resolution.

In abscess it occurs without any associated meningitis, and
is indicative of pressure on the nerve during its course. It is

commoner in cerebral abscess, and when involvement of this

nerve occurs in cerebellar abscess, it would appear due to asso-

ciated meningitis rather than to pressure of the abscess itself.

Ptosis appears to arise most commonly from cerebral abscess,

and both it and divergent strabismus are almost invariably on
the same side as the abscess.

Strabismus occurs also in general convulsions replacing rigors

in children.

(h.) Pupils.—As the third nerve carries contracting impulses

for the sphincter muscle of the iris, paralysis of it causes dilata-

tion of the pupils.

Great variation in them may occur during the course of a

case. They may be dilated, contracted, equal or unequal, and
are often sluggish. As coma deepens they become dilated and
fixed, becoming more contracted, and then returning to normal
after successful operation.

In meningitis they are commonly contracted, the possible

result of that lesion being more prone to cause irritation of the

nerve than compression.
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In thrombosis of the cavernous sinus compression of the

nerve may produce dilatation of the pupil on the same side.

In abscess a similar result may occur, and when they are

equal it is occasionally noted that under chloroform the pupil on
the side of the abscess becomes more dilated than the other.

In rare instances in later stages the corneal reflex may also be

absent on the side of the abscess. Bearing in mind the com-
plicated mechanism governing the movements of the pupil by
means of the optic ocular motor and cervical sympathetic nerves,

it is not difficult to understand how easily their size may vary,

and of what little real value, apart from other symptoms, their

condition is in diagnosis.

(c.) Nystagmus is not a common symptom. It occurs more
frequently in cerebellar abscesses, and is horizontal.

(d?) Photophobia and Blepharospasm may occur in meningitis,

abscess, or thrombosis, and are much less common in abscess

than in meningitis.

(e.) Deviation of the Eyes is rarely seen, but does occur in

temporo-sphenoidal abscess, and then follows the ordinary

course of conjugate deviation, namely, towards the lesion, or

away from the lesion during a convulsion.

(4.) Trochlear.—Symptoms due to the paralysis of the superior

oblique muscle are easily covered by those due to paralysis of

the third and sixth nerves, and we can understand that aifection

of this nerve by itself is not of great value for localisation.

From anatomical considerations it will be seen that it can be

involved in basal meningitis, thrombosis of the cavernous sinus,

and the pressure of an abscess.

(5.) Trigeminal.—Affections of this nerve are all rare. They
are :

—

(i.) Anmsthesia has occurred on the same side as the cerebral

abscess, and on the opposite side. In the first case we must
suppose the abscess caused pressure on the nerve, and in the

second on fibres running from the centre to the opposite cortex.

(ii.) Hypermsthesia has been noticed in one case of cerebellar

abscess, and on the same side
;

possibly due to irritation of

the nerve.

(iii.) Paresis or Paralysis of Muscles Supplied hy it.—Paralysis

of the masseter on the same side as a cerebellar abscess has

been noted, but the abscess in this case did not originate from
ear-disease. Eigidity of the masseters also occurs from menin-
gitis about the pons involving the nerves.

(iv.) Herpes.—I have found this noted altogether in four cases

of abscess, two cerebral and two cerebellar, one of each having

meningitis. One of the two cerebellar did not arise from ear-
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disease. In three cases it occurred on the same side of the face

as the abscess, and in one the side of the herpes is not stated.

There is a definite statement of the absence of meningitis in

two cases. From this, and from its absence in meningitis, it

would appear to be due to the abscess, unless its occurrence in

every case was a coincidence,

(6.) Abducens.—Paralysis of it produces internal strabismus.

This is produced by thrombosis of the cavernous sinus, and also

by both cerebral and cerebellar abscess by compression of the

nerve against the pons. Whether due to cerebral or cerebellar,

it is on the same side as the abscess. Abscess also appears to

be the most frequent cause of it.

(7.) Facial.—(a.) Facial Paresis or Paralysis is not uncommon,
and occurs at all ages. The youngest patient I have knowledge
of afflicted with it as the result of ear-disease was eight months
old. It occurs (i.) with ear-disease on the same side

;
(ii.) with

an intracranial lesion on the opposite side.

(i.) As the result of ear-disease it is a symptom to be
observed, because, as a rule, it is indicative of caries of the

Fallopian canal, but not always so. Inflammation may spread

along the nerve in the canal from the tympanic cavity, with

accompanying secretion and compression. Moreover, in a few
cases the canal is congenitally deficient, and the nerve in these

lies merely in a narrow groove, so that compression may take

place by the direct pressure of inspissated secretion in the

tympanic cavity. The chorda-tympani shares in the paralysis.

The absence of taste is often missed from non-observation. As
a result of ear-disease it is rarely met with on both sides at the

same time. It occasionally occurs double, from ear-disease on
the one side, and from the lesion resulting from the ear-disease

producing it on the opposite side. In the first case the supra-

and infra-orbital parts of the nerve will be equally affected,

while in the latter the supra-orbital part to a much less extent.

(ii.) Intracranial lesions producing it are

—

[a) Basal menin-
gitis

;
(b) Destruction of motor cortex by extensive meningitis

;

(c) Abscess with resulting hemiplegia—this is its commonest
cause

;
(cT) Abscess in the pons ; with it there is then often

hemiplegia on the opposite side or paralysis of the sixth nerve.

{h.) Twitchings of the facial muscles arise from

—

(i.) Basal meningitis on the same side.

(ii.) Meningitis over the motor area for the face on the

opposite side of the brain.

(iii.) Abscess on the opposite side of the brain irritating the

motor area.

(iv.) Abscess of the cerebellum on the same side, from the
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meningitis it induces, or from its effects on the cerebellar cortex

wMcli has connections with the cerebral cortex of the opposite

side. If the irritation thus produced were great enough, it

might set going actions in the cerebral cortex which would

produce twitchings of the face.

(8.) Auditory.—Deficiency of hearing is so likely to be asso-

ciated with the chronic ear-disease that the value of the absence

of hearing for localisation purposes is very little. If by exclu-

sion of bone-conduction tests the nerve be shown involved, it

indicates disease of the labyrinth, which is more likely to be
associated with cerebellar abscess than cerebral.

(9.) Glossopharyngeal might be involved by meningitis ex-

tending down the medulla, and also by extreme pressure from
a cerebellar abscess. The loss of sensation resulting to the

tongue, tonsils and pharynx might produce some difficulty in

swallowing.

(10.) Pneumogastric is of no value in diagnosis.

(11.) Spinal Accessory.—Paralysis might occur from pressure

of a cerebellar abscess. I have never seen or heard of its

occurrence from this source. Should it do so, paralysis of

sternomastoid and trapezius on the same will be present.

(12.) Hypoglossal occurs (a.) as part of a hemiplegia from an

abscess on the opposite side.

(&.) From a cerebellar abscess on the same side.

(c) From extensive caries of the mastoid bone. The hemi-

atrophy which may be present recovers on removal of the bone.

Diagnosis between Cerebral and Cerebellar Abscess.

From consideration of the symptoms detailed it will be seen

that in favour of cerebral abscess the following symptoms are

of importance, namely, motor and sensory aphasia, anaesthesia,

especially when associated with partial or complete paralysis of

the limbs on one side, and a persistent painful area to percussion

situated in the temporal region.

In favour of cerebellar are persistent occipital headache, a

most important indication, with or without retraction of the

neck, vertigo and reeling gait. Nystagmus, clenching of the

teeth and yawning, are said to be commoner in cerebellar

abscess. Persistent and severe vomiting, if anything, is in

favour of cerebellar, in the absence of symptoms definitely

pointing to cerebral. Paralysis on the same side of the body

to the ear-disease is in favour of it, as it arises from pressure

on the cord. The condition of the patellar reflex on the same

side of the body as the ear-disease may also suggest cerebellar
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abscess. With extreme difficulty in diagnosis, the more common
association of cerebellar abscess with mastoid disease, and of

cerebral with disease of the tympanum, may be of service.

Swallowing may be difficult from pressure on the pons, and
hypoglossal paralysis of the same side may be present.

A fatal termination in abscess may be produced by

—

(i.) General debility, depression, and malnutrition, followed

by exhaustion, stupor, and coma.

(2.) Rupture of the abscess into the meninges, causing sudden
death or fatal meningitis.

(3.) Hyperpyrexia occasionally.

(4.) Failure of respiration, the heart continuing to beat.

ArtiJBcial respiration fails unless the abscess be opened, and
even then respiration may not be resumed. Sometimes this

failure of respiration is accompanied by increased pulse-rate

and temperature, even to hyperpyrexia.

(5.) Ulceration into the internal carotid artery. In rare cases

this causes death before the accompanying intracranial lesion

does so.

(6.) Eupture of the abscess into the lateral ventricle. This
occurred seven times in forty-nine cases in which a post-

mortem examination was made. That is, its occurrence is one
in seven.

Its occurrence can sometimes be recognised by the symptoms
it produces. Sudden heaviness and drowsiness followed by
coma and loss of reflexes. The pupil on the same side as the

abscess, or on both sides, may be dilated and insensible to light.

Or, again, there may be sudden delirium, vomiting, agonising
headache, Oheyne - Stokes respiration, slow cerebration, and
paralysis of all the extremities. The temperature may rise,

or, if previously elevated, may fall somewhat. Huguenin says

spasms of both sides of the face, or of both legs, without loss

of consciousness, is an indication of it.

Without the abscess actually bursting into the ventricle,

some changes are not infrequently found in them. The walls

may be vascular with increased fluid, often semi-purulent, and
the septum lucidum may be quite disorganised. These changes
would appear due to the inflammation surrounding the abscess,

as they occur when the abscess is as much as one centimetre
from the ventricle, and even when it possesses a well-marked
capsule. The nearer the abscess to the ventricle, the more
marked, as a rule, are the changes. The way of least resist-

ance for an acute cerebral abscess to spread is towards the
lateral ventricle. Sometimes thickening of the choroid pre-

vents a near abscess involving the ventricle from actual commu-
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nication with its cavity. Au excessive quantity of fluid in the

lateral ventricles is sometimes caused by an abscess in one lateral

lobe, or by the rare occurrence of an abscess in the middle lobe

of the cerebellum, pressing on the veins of Galen.

To complete the list of complications, it is necessary to

briefly mention ulceration into the carotid artery, malignant
disease, and septicaemia.

Ulceration into the Carotid is seen in cases where there is

some considerable amount of bone-disease. Sometimes slough-

ing invades not only the tissues surrounding the artery, but
also those internal to it, even to perforation of the pharynx.

Ulceration into the artery is not a very common occurrence,

but it may be the cause of death, with or without an intra-

cranial lesion. Several small hsemorrhages may occur before

death ensues, or one severe one may prove fatal.

Hsemorrhage from the lateral sinus is even rarer, though
cases are recorded. These two and malignant disease are the

only causes of large quantities of blood from the ear in chronic

otitis.

Malignant Disease is rare. When it occurs, the auricle is

a little prominent, and the surrounding infiltration involves

the parts anterior to the meatus as well as those posterior.

Inflammatory affections, as a rule, are posterior only. Pain is

severe, requiring much morphia for its relief, and is increased

by movement of the head. The temperature is not raised, and
in some respects, in early cases, malignant disease simulates

cerebellar abscess.

Septiccemia occurs rarely as a complication of otitis media.

When it does, it may end in recovery or death. Erythematous
patches occur about the body with a raised temperature, which
does not show the marked up-and-down character with rigors

of pygemia. Metastatic abscesses are absent, though simple

pleurisy and pericarditis occur. Nephritis may also be present,

with accompanied hgematuria and albuminuria.

Bacteriology. — The number of micro-organisms found in

chronic discharges is very numerous. Both acute and chronic

discharges from the ear after rupture of the membrane, and
the secretion obtained by paracentesis of the unruptured mem-
brane, have been made the subject of investigation by many
eminent bacteriologists. Even in their hands results do not

entirely agree. The chief questions are

—

(i.) The cause of acute otitis media, whether it varies with

the disease producing it ?

(2.) The cause of the complications of chronic otitis media,

whether they are dependent upon the same organisms as cause
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the acute otitis, or whether they are dependent upon inoculation

of the discharge from the air after rupture of the membrane in

an acute attack ?

(3.) Whether the complications respectively can be produced
by the same organism, and whether or not one organism be
more likely to give rise to one special complication ?

In answer we get

—

(i.) The organisms found in the discharge of acute otitis due
to scarlet fever are streptococcus pyogenes, chiefly with staphy-

lococcus aureus and albus (Blaxall) ; due to other causes, Zamfal
and other observers ascribe, as more im^wrtant, the pneumo-
bacillus of Friedlander, and the diplocoocus pneumonige of

Frankel ; Kanthack found diplococcus pneumoniae, staphy-

lococci, streptococci rarely, and non-pathogenic bacteria.

It would ajDpear, therefore, that the causes of acute otitis

do vary.

(ii.) In chronic discharges the most common are streptococci,

staphylococci, various non-pathogenic bacteria, and tubercle

bacilli.

Kanthack found neither streptococcus pyogenes nor diplo-

coccus pneumomge in chronic cases. Moos found streptococci

and Frankel's diplococci in a secondary abscess, and streptococci

in cholesteatomatous masses. Rohrer found that in non-fetid

discharges sapix)phytic bacteria were absent, and their presence
in fetid discharges is supported by other observers.

It is noticeable that Frankel's diplococcus and the pneumo-
bacillus of Friedlander are not generally present. This may
be due to the acute otitis media of scarlet fever being more
prone to last as chronic otitis than that due to other causes.

It is also possible that cases originating from the diplococcus

and pneumo -,bacillus may be subsequently inoculated with
streptococci and staphylococci, which may prevent the further

growth of the organisms originating the acute attack,

(iii.) Zanfal, Netter, Scheibe, and Moos all give strepto-

coccus pyogenes as the important factor in the production of

the complications of otitis media. Clinically we should be in-

clined to say that all the complications can result from the

same organism, for these reasons :

—

(a.) That infection can spread from the middle ear and give

rise to all three major complications at one time, by direct con-

tinuity or otherwise.

(h.) That whether a single complication or more be pre-

sent, the pus in them resembles that of the ear-discharge

in naked-eye characters, and in the presence or absence of

fcetor.

VOL. XXXIV. M
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We may go further and say, that as the same organisms

have been found in acute and chronic discharges, and we know
that any of the complications may result from an acute otitis,

that it may be the same organism producing the complication

in each case, whether streptococcus, staphylococcus, or others

known to give rise to acute attacks of otitis media. The time

has not yet come for us to be able to state definitely whether
or not one organism be more likely than another to give rise

to either abscess, meningitis, or thrombosis of sinuses. To do
this will require further bacteriological investigation, through

a long series of cases, of the ear-discharge and of the pus of

each complication respectively, especially should they occur

concurrently in one case. It may yet be reserved for future

investigation to show that though each lesion in the same
case may contain the organisms present in the ear-discharge,

yet in meningitis one organism will preponderate over the

same or other organism in the abscess, or in the thrombosed
sinus, with or without relation to the preponderance of that

over other organisms in the ear-discharge, and that each

organism may essentially give rise to a definite lesion, pre-

ponderating in number over other organisms present in the

same lesion, because the soil, the lateral sinus for instance, is

more suitable for its development than for the development of

others, whereas should inoculation of the mixed organisms take

place in other soil, the brain or meninges, the organism pro-

minent in the lateral sinus finds the soil here not so adapted

for its development, and has to take an inferior position in the

great struggle for existence.

MM, Brouardel and Josue"(Gazette des Hopitaux, April 2,

1895) relate a chronic case of cerebral abscess in which, after

a most careful examination, they were unable to find any
organisms whatever. No cause could be found for the abscess,

but they inclined to the view that there might have been some
ear-disease previously which had cleared up and left no trace of

its previous presence, and that after the formation of the cere-

bral abscess the organisms producing it had been also absorbed.

They also suggest the absence of organisms may account for

the absence of symptoms the case exhibited.

This is an interesting case, and, as far as I am aware, a

unique one. As acute abscesses containing organisms may
give rise to no symptoms of importance, the absence of

organisms cannot account for absence of symptoms in all

cases.
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Mixed Cases.

Combinations of the lesions under consideration occur thus :

(o.) Abscess with thrombosis of sinuses or meningitis, or

with both.

(&.) Thrombosis of sinuses with meningitis.

When associated with other lesions the meningitis is

secondary, and its influence in altering symptoms will de-

pend on the early or late occurrence of it as a complication

of the primary lesion, and the earlier symptoms of this primary
lesion may not be observed at all, should the case come late

under observation. The alteration in symptoms will also de-

pend upon the extent of the meningitis, whether localised or

general.

On study of cases, we find that symptoms of thrombosis and
meningitis hide those of abscess, and that when meningitis

occurs with thrombosis, it alters to some extent the course of

the thrombosis.

As already mentioned, it is sometimes extremely difficult to

diagnose even uncomplicated cases of lesions, from absence of

symptoms or alterations in temperature charts, and an in-

creased difficulty is met with if these cases which give rise to

but few symptoms become associated with other lesions which
effectually mask those symptoms. We cannot diagnose these

mixed cases from any one or two symptoms. A general view
of the case must be taken. In mixed cases the symptoms due
to meningitis or thrombosis become prominent, and should an
abscess be present in addition, we must not expect definite

symptoms from it, except it be in a position to produce aphasia

or hemiplegia. The symptoms already enumerated in detail

for each lesion must be weighed with all due care, and as I have
already shown what may be deduced from a study of tempera-
ture charts and pulse records in pygemia, so here again I think

these indications are of value in differentiation of mixed lesions,

or at least in appreciating the condition present. Which of the

three is producing the predominant symptoms. A chart from
a case of a large temporo-sphenoidal abscess involving the

frontal and parietal lobes as well, showed an irregular tem-
perature, varying from 99° to 104°, with two rises to 105°

(rigors), and only two falls to normal in the space of five weeks.

The chief elevation was after operation on fifth day after ad-

mission to hospital The size of the abscess, and the fact

that it had been operated on, may account in some degree

for the elevation of temperature the chart shows. Two rigors
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were seen during the case, and there was the trephine-hole

allowing a continuous drainage. It has been suggested by
Barker that in abscess some product by its absorption pre-

vents elevation of temperature. This constant drainage would
remove this product, or at least lessen the tendency to ab-

sorption of it, and allow elevation of temperature, as in inflam-

mation elsewhere in the body. The chart serves to illustrate

that the temperature may run high in an abscess uncomplicated

by meningitis or thrombosis of sinuses, at least with the pre-

sence of a drain for the pus, though probably in this case it

was inefficient, as the abscess spread after operation. For
diagnostic purposes such a case may be almost excluded, for

it is rare to be brought face to face with an abscess of such

magnitude. Consider the appended illustrative case of abscess

(Case III. p. 185), together with its temperature chart. The
chart showed a well-marked rise with a rigor, followed by a fall

and an operation next day, at which the lateral sinus was exposed

and the internal jugular vein tied, therefore cutting off any source

of infection of the general system by way of this channel.

Until the 8th the temperature remained a little above normal

with falls below, due, we may take it, to the influence of the

abscess allowed play by cutting off of infective material by
ligature of the vein, whilst the pulse-rate on the 6th reached
its lowest level. After the 8th the temperature gradually rose

to the 1 2th, when it remained high till the i8th. In addition,

the pulse-rate increased a little from the 7th onwards to the
17th, and then on the i8th fell with the temperature, rising

again after this out of proportion to rise of temperature, usher-

ing in death. The post-mortem note states, " No evidence of

general pyemic infection," and we may therefore conclude the

ligature of the vein stopped the supply of infective material,

thus accounting for the absence of irregular temperatures and
rigors. Had there been any infection from the thrombosed
petrosal sinuses carried by the untied jugular vein, I think it

would have given evidence of its occurrence by rigors and more
elevated temperature. Definite symptoms and signs of men-
ingitis are first noted in the records on the 12th, and I think

from these considerations we can deduce that the rise of tem-

perature from the 8th onwards to the i8th was due to meningitis,

and that it was the cause also of the increase in frequency of the

pulse. It therefore follows that meningitis can raise the tem-

perature and increase the pulse-rate in the presence of an abscess,

as it does when such a lesion is absent.

Again, in a case of cerebellar abscess associated with throm-

bosis of the lateral sinus and meningitis, the temperature chart
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was entirely changed from a typical one of abscess. The first five

days are marked by an irregular temperature, with one rigor sug-

gestive of pygemia, and then onwards to death the temperature
remains raised at an elevated level. In this case, three weeks
before admission temporary attacks of giddiness occurred, and
detinite symptoms began five days previous to admission into

Hospital. If we haH seen the temperature chart for these five

days, it would probably have had the same characters as one of

pyaemia, for it seems probable that the abscess in the cerebellum

arose secondarily to the thrombosis of the lateral sinus, as post-

mortem it had all the characters of an acute abscess. It shows,

therefore, that a cerebellar abscess was prevented from producing

its normal depression of temperature by the presence of a septic

thrombosis of the lateral sinus. It might be suggested that menin-
gitis, when associated with lateral sinus thrombosis, as in this

case, prevents the occurrence of rigors due to the latter lesion,

for the two charts did not show the presence in ordinarily

marked degree. But I do not think this is so, for in each of

these two cases'there was sufficient evidence derived from the

post-mortem examination to show that the breaking-down throm-
bus had been prevented from entering the general circulation

by surrounding protective thrombosis. It is to the presence

of this protective thrombosis, and not to meningitis, we must
ascribe the absence of rigors. When meningitis arises secondarily

from the thrombosis, we should rather expect the absence of

rigors, for it arises by spread of inflammation through the

visceral wall of the sinus to the meninges, and this takes place

opposite the centre of the thrombus, where the breaking-down
jDrocess in the sinus is farthest advanced, this process not having
advanced far enough along the protective thrombus to admit of

portions of infective clot being washed off into the general cir-

culation to produce rigors. But, of course, rigors may be pre-

sent with the meningitis if the onset of that lesion does not

take place till the establishment of the secondary series of

rigors, as discussed under pygemia. On the other hand, should

the meningitis arise from rupture of the abscess into the men-
inges, the presence or absence of rigors during the course of the

meningitis will depend upon the condition of the lateral sinus,

provided the rupture of the abscess does not cause immediate
death.

These considerations are, I think, sufficient to show that, as

a rule, meningitis and thrombosis of sinuses mark the symp-
toms of the presence of an abscess, with of course the marked
exceptions above mentioned.

From the details thus given it will be seen that uncompli-
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cated cases of the lesions under consideration,having well-marked
symptoms, present sufficient indications for a correct diagnosis^

bnt from the ease with which complications ensue, and symp-
toms are absent or altered, difficulties arise^ to overcome which
it is necessary to take the symptoms not separately^ btit in

conjunction, having special regard to the course of the tempera-

ture, the onset of the illness, the presence or absence of rigors,

delirium, paralysis, or convulsive movements, and the occur-

rence of any special symptoms previously enumerated, always
remembering that two or more of the lesions discussed may be
present together, and being at the same time careful to exclude

extracranial sources of symptoms already mentionedo

The combination of symptoms with any special characters

they carry with them may lead aright, when consideration of

them separately may give no clue.

Failing to diagnose, the only resource is an exploratory

operation to endeavour to investigate the cause of existing"

symptoms and to relieve them. If unsuccessful, there remains

the feeling that the best was done for the patient under the

adverse circumstances, and that every failure is an opportunity

of adding to knowledge and experience for the profit of those

who follow us.

Illustrative Cases.

Case I.

—

Sejjtic lliromliosis of Lateral Sinus.

J. H. M., 29, male, admitted to St. Bartholomew's Hospital,

July 5, 1895.
History.—Never had a previous illness similar to the present

one. Discharge from left ear for eighteen years, and froTn the

right ear three years ago. Fourteen days previously, noticed

to be dull and not in his usual spirits, but no complaint was
made. Ten days previously, pain in the head, which continued

till June 28th (seven days ago), when there was a discharge of

pus from the left ear. Six days ago rigors, and two every day
up to admission, with the exception of July 3rd, when there

were none. Some of these lasted as long as thirty-five minutes.

Five days ago vomited, and this repeated at intervals.

On admission.—Dull ; answers rationally. Jaundiced. Con-
stant pain left frontal and temporal regions. Pupils dilated

and do not react (atropine to eyes two days ago). Left pinna

a little prominent. External and anterior jugulars more pro-

minent on the left than on the right side. No oedema over

mastoid, and no marked tenderness, except at the posterior
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superior aspect of the bone. Well-marked tenderness below

the external auditory meatus and down the left side of the

neck, more marked higher up, and more fulness on this than on
the opposite side.

Non-fetid but sour-smelling pus from the left ear, and a per-

foration of the membrana tympani.

No paralysis of any cranial nerves ; no optic neuritis. Pulse,

96; dicrotic, regular, and full. Temperature, 99.2°. Tongue
coated with white fur, and dry on tip and centre. Two rigors

to-day. Bowels opened yesterday; motions rather light in

colour.

July 6th.—Five rigors since admission. Temperature this

morning, 105.4°. Lungs natural ; heart, soft systolic apical

murmur ; abdomen slightly distended. Complains of pain in left

hypochondriac region. Petechial spots distributed all over body.

Operatioji.—Sinus exposed ; fetid pus removed ; thrombus
extended as far back as end of horizontal portion ; below this

was foul dirty pus in the sinus. The internal jugular vein Avas

exposed ; found very small, and ligatured.

July 7th.—One slight rigor last night ; restless this morning,

and crying out with pain in left side, at which spot was an area

of consohdation with friction rub ; tongue protruded a little to

the left ; more petechial spots ; had to be nasal fed at night.

July 8th.— Lung consolidation considerably increased

;

weaker
;
pulse and respiration increasing in rapidity ; has not

strength to expectorate. Rallied a little about midday, but then

rapidly sank, and died four hours later. No .post-mortem

examination permitted.

Case II.

—

Extradural ahscess and suppurative meningitis.

W. H. P., jnale, 18, admitted to Hospital, August 29, 1895.

History.—Discharge from both ears off and on for seven

years. Discharge often fetid.

August 20th.—Felt ill, vomited ; complained of pain in back

of head, and is said to have shivered ; no previous alteration in

character or amount of discharge from the ears. During the

next few days no vomiting, rigors, or definite symptoms
;
pain

shifted from occipital to frontal region on application of mustard-

poultices to the neck.

August 29th.—Fit ; never any previously. According to his-

tory, both sides of face twitched, the mouth being drawn to the

left ; both arms and legs also twitched. More similar fits, last-

ing one or minutes, occurred during the day ; bowels open.

On admission (10 p.m.).—Is said to have "wandered" lately,
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and to have spoken more slowly ; never any similar fits pre-

viously. Tongue moist and slightly furred. Lies on right side

with knees flexed ; says it is the most comfortable position.

Speaks slowly after apparent thought (has always spoken rather

slowly). Pupils equal and react. Complains of right frontal

and temporal headache; greatest intensity about i| inches

behind and above the external angular process of the frontal

bone ; tenderness on percussion absent except at this spot.

No paralysis of any cranial nerve. Grasp, both hands equal

but weak. Knee-jerks markedly increased. No retraction of

the neck. Ears, purulent fetid discharge from both, much more
from the left than the right; membranes almost gone and
granulations prominent. Tenderness beneath both ears between
angle of jaw and mastoid. No oedema or tenderness of the

mastoid, and none along the course of the jugular veins.

Pulse 97.
Lungs : Nothing abnormal.

Heart : Impulse diffuse. Presystolic and systolic apical

murmurs.
August 30th.—Two fits at 2.30 and 3.30, duration half a

minute. Face twitched, and also arms and legs^ which were
rigid. No optic neuritis. At 4 P.M. fit lasting one minute

;

mouth drawn to left, and head a little deflected to the left

;

both sides of face twitched ; arms and legs twitched and rigid

equally on both sides.

August 31st,—Condition unchanged; knee-jerks increased;

very drowsy.

September ist.—There has been no vomiting. Knee-jerks

absent ; optic neuritis found in both eyes, more marked on left.

Passed urine under him. At night pulse was 60, with a tem-

perature of 101°.

September 2nd.—Worse; more drowsy but conscious, and

answers questions. Temperature remains raised.

Operation.—Eight mastoid chiselled till membranes exposed.

No sign of inflammation, and they pulsated. Trephined 1 1 inches

above meatus. The bone oozed pus on cutting, and an extra-

dural abscess was evacuated. Three ounces of foul pus escaped,

dura being sloughy. It was deemed inadvisable to open to

dura mater, because of the chance of setting up purulent menin-

gitis if this had not already occurred. The pulse increased

after evacuation of the abscess. At night was restless, the

temperature remaining elevated.

September 3rd.—A little improved
;

passes urine uncon-

sciously. Temperature, 100.8°. Knee-jerks obtained with much
difficulty. Left facial paresis. Sleeps with left eye open,
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but can close it voluntarily. Dressed. At night retraction of

the head ; less conscious.

September 4th.—Rigor at 2 a.m. Right pupil greater than
left; retraction of neck more marked. Does not voluntarily

move the left arm and leg, but can do so on request. Moves
right limbs freely. Left knee-jerk markedly increased, and
ankle-clonus. Right obtained slightly, but no ankle-clonus.

Pulse not so good. Does not complain of pain. Neuritis in-

creased. Later became semi-unconscious. Had a slight rigor,

followed by harsh and stertorous breathing, with temperature
rising to 105.6° at death.

Post-mortem.—Whole scalp oedematous, especially posterior

part. Around the trephine-hole was a quantity of foul-smelling

pus between the bone and dura mater. On removing dura, the

whole of right hemisphere bathed in pus, which extended a
little across the middle line to the left frontal lobe in front.

Much pus at the base of the brain, in the middle fossa between
dura and arachnoid, and dura and bone. The pus had passed
down between the medulla and pons. Bone forming the roof

of right tympanum was completely carious, and there was a

mass of somewhat caseous foul pus around it. Left tympanic
roof healthy. No abscess in the brain, but the cortex over
area of inflammation softened and discoloured. Remainder of

the organs healthy.

Case III.

—

RigM chronic otitis media—Septic thrombosis right

lateral sinus—Left temporo-sphenoidal abscess—Purulent
basal meningitis.

A. B., male, 16, admitted to Hospital, December 4, 1893.
History.—June 1892.—Kicked on right ear.

August 1892.—Discharge from it continuous since.

November 24, 1893.—Shooting pains right mastoid.

November 30.—Headache, giddiness, and rigors.

December 3.—Temperature 104°.

December 4.

—

On admission.—Drowsy. Right frontal head-
ache. Painful spot over right mastoid and tenderness along
course of internal jugular vein. External auditory meatus
filled with inspissated pus. Perforation of membrane and
granulations. Giddiness. Rigor. No optic neuritis. No
strabismus.

December 5.

—

Operation.—Mastoid cells (right) chiselled and
pus evacuated. Lateral sinus opened. No pus or clot found,
but it bled slightly. Internal jugular vein tied.

December 6 and 7.—Improved.
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December 8.—Headache.
December 1 1.—Diplopia. Slight convergent strabismus of

right eye.

December 1 2.—Distinct right convergent strabismus. Dilata-

tion of right pupil. Both eyelids swollen,' especially right side.

Never entirely lost pain since oj)eration, and is now worse. No
optic neuritis. Temperature rising.

Operation.-— Lateral sinus exposed more fully and riglit

temporo-sphenoidal lobe explored, but nothing found.

December 13.—Muscular tremors left hand and eyelid. In-

termittent pulse. Retention of urine.

December 14.—Strabismus increased. Both pupils equal and
react.

December 15.—More swelling of eyelids and right eye in-

tolerant of light. Delirious. Both discs choked.

December 16.—More delirium ; incontinence of urine and
f^ces.

December 17.—Swelling round eyes gone. No strabismus.

Less drowsy.

December 20.—Strabismus again. Facial spasms left side of

face. Right eye does not close completely. Tongue protruded

to right. Slight convulsion on riglat side of head and neck.

Tongue drawn to right and protruded. Death.

Post-mortem.—Emaciated. No convex meningitis. Left tem-
poro-sphenoidal lobe was fixed into the middle fossa, especially

at the apex, and was partly lacerated on attempted removal.

Much yellow purulent lymph beneath the lobe, and also about

the pons. No meningitis about right temporo-sphenoidal lobe.

Sinuses : Right lateral sinus filled with purulent clot down
to the juguilar fossa, but not extending backwards along hori-

zontal portion. Extension of clot along riglit inferior petrosal

to right cavernous, and thence into left cavernous by circular

sinus. Left lateral sinus free from clot.

Right tympanic cavity lined with carious bone, and free com-
munication with right lateral sinus. The left tympanic cavity

quite free from disease. Meningitis at base, most marked o-n

the left side.

Brain : Left temporo-sphenoidal lobe was distended into a

bag containing slightly offensive pus.

Chest : Ten ounces of clear fluid in the left pleura. Lungs
congested.

No evidence of general pyeemic infection.
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Case IV.

—

Left otitis media—Extradural ahscess—
Cerebellar abscess—Meningitis.

H. S., male, 11, admitted to Hospital, July 16, 1895.
History.—Ten. days ago pain and swelling behind left ear.

Incision, Three days later another incision
;
pus evacuated.

Constant vomiting last few days.

On admission.—Could not walk. Complained of pain in head.

Appears dazed ; is conscious, answers questions, but exhibits

slow cerebration. Knee-jerks absent. Pupils equal and mode-
rately dilated. No paralysis. Occipital headache. Pulse 58,

full. Fundus of eyes engorged.

Operation.—Extradural abscess in posterior fossa evacuated.

About one drachm of pus obtained. Later very restless and
complaining of pain in head,

July 17.—No vomiting since operation,

July 19.—Worse, Pulse very slow. Very restless. Much
vomiting. In evening convulsion ; back curved backwards and
rigid. Another similar attack later.

July 20.—Pulse quicker. Vomited.
July 21.—Died collapsed in afternoon.

Post-mortem.—Large hole behind ear, and at bottom of hole

an aperture one-eighth of an inch in diameter. Cerebellum
opposite the hole was adherent for size of sixpenny-piece.

Opening led through this into a large abscess in left lobe of

cerebellum containing an ounce of greenish pus.

It was situated in the outer part of the cerebellum, and did

not encroach at all upon the medulla, pons, or cranial nerves.

It could easily have been reached from the wound, the layer of

brain covering it being very thin. In the posterior fossa was a

small amount of turbid serum. All the other parts of brain

and membranes perfectly normal, with the exception of a spot

just above the tympanic cavity where the dura mater presented
a second small ragged opening; brain, however, not yet affected.

Sinuses : Right lateral very much dilated. Left lateral very
small, though just patent, and evidently the seat of old throm-
bosis.

The left internal jugular vein was very small, and the right

large.



i88 The Study and Diagnosis of the

Statistical Tables.

In all of these E = right ear, L = left ear, M = male, r = femalej and ? =

unstated.

Table I.

—

Statistics of Pycemia.

, Without thrombosis 15 (4 had extradural-

abscess)

With thrombosis
Pysemia <

75 (61 lateral sinus,

and 14 lateral - 100 {

with others

27 extradural ab
scess, 1 5 men
ingitis)

(M 61^ ? 5

L. 23
R. 7

[h. 2

rR. II

IF. 29J ? 3

U. 15

10/

Total E. 51 and L. 40. Notice left ear affected more in females and
right in males, and that the lesion is commoner in males.

Table II.

—

Double Otorrhma occurred 13 Times in 100 Cases.

r^- 7\F. 2

T. U .TM. I

'^ ] -\F. I

^^- 4{f. 2

(with thrombosis, ? i).

(both with thrombosis).

[(both with thrombosis).

(one with thrombosis, and one without),

(both with thrombosis).

The incidence of the complication on the right ear will be noticed.

i-io .

11-20 .

21-30 .

31-40 .

41-50 .

51-60 .

61-70 .

71-80 .

Unstated

Ace.

Table III.

32
29
21

( Commonest in the first ten years

100 -; of life, with decrease in each

( subsequent decade.

Table IV.

—

Duration of Otorrhoea,

Acute 15^

Under one year 17 ^
Above one year 58

j

Unstated loJ
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Table V.

—

Comparison of Deaths a7id Recoveries of Bight

a?id Left in the 100 Cases.

Ojperation on sinus or jugular vein . .

Unstated whether or not any operation

No operation

rRecovery

IDeath .

/E. 16

^n L. 13

'nL. 4

3 I- 3

^L. 3

39| L. 17

3 Death .

{

Recovery

Death .

Side of complication 1 in 9.

Right ear cases 51 with 31 deaths, and left ear cases 40 with 24 deaths.

Of tlie 31 deaths, thrombosis is spontaneously or on ligature of vein in

26, none in 4, and ? in i.

Of the 24 deaths, with thrombosis in 20, none in 3, and ? in i

.

In 51 R. cases, thrombosis followed by death occurred in 26, -^ :

practically -".

In 40 L. cases, thrombosis followed by death occurred in 20.

Table VI.

—

Statistics of Mejiingitis (20 Cases).

[I

40

r R.

(b) 20 \ ?

I L.

10

2

ic)

rR.
Double otorrhcea in 6 -^ 1

IL.
Age.

. . 10

8 fYoungest 11 months. Oldest

31 years. Commonest in

I I first ten years of life.

(e) Duration of otorrhcea.

Acute 6, remainder 2 to 10 years.

Table VII.

—

Statistics of Abscess.

Cerebellar

100 i Cerebral 67

Temporo-sj^henoidal . . . . . . . 54
Temporo-sphenoidal, frontal, occijaital,

parietal 5

Temporo-sphenoidal (i abscess) and cere-

bellum (i abscess) 2

Temporo-sphenoidal (i abscess) and
occipital (i abscess) 2

Frontal 2

Occipital I

^Fourth ventricle i



190 The Study and Diagnosis of the

I'M.

100 J

,

p.
100 \ 1

II.

Table
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(«.) Cerebral

—

Age.

C i-io .

11-20 .

21-30 .

31-40 .

41-50 .

51-60 .

.Unstated

67<

Table XIII.

{h) Cerebellar

—

6

19

23
8

4
I

6

Apre.

I-IO . .

11-20 . .

21-30 . .

31-40 . .

41-50 . .

lUnstated .

4
14

5

3
I

Table XIV.— Vomiting.

Occurred in 18 cases of 33 cerebellar, and of tliese 18, 5 had thrombosis

and 13 none, and in 33 cases of 65 cerebral, and of these 33, 5 had throm-

bosis and 28 had none. If the cases of vomiting in cerebellar abscess be

raised to 33, we get (omitting fractions) that of 33 vomiting cerebellar

cases 9 had thrombosis and 24 had none. Now of 33 vomiting cerebral

cases, 5 had thrombosis and 28 had none, therefore there is a greater

association of thrombosis with vomiting in cerebellar abscess.

Table XV.

—

Optic Neuritis.

f Absent in 16

In 109 pysemia, it is mentioned in 47 . . . . i Double in 26

I. One side in 5

T ..,..,. ,• 1 f Absent in 5In 20 meningitis, it is mentioned m 1 2 . . . . -f T)Q,,r,]g ]j. i

In 100 abscess it is mentioned in 46 (35 cerebral and 11 cerebellar)^

{Absent in 10
Double in 18

One side in 7

In II cerebellar

r Absent in 4
I Double in 5

I One side in 2

Assuming absence in cases where no mention of it occurs, we should get

it present

—

31 times in 100 cases of pysemia.

35 times in 100 cases of meningitis.

32 times in 100 cases of abscess.

In the 25 cases of abscess in which it was present, i case had thrombosis

of sinuses, 5 meningitis, and i had both of these lesions.





THE GROWTH AND WORK OF

THE PATHOLOGICAL DEPARTMENT OF

ST. BARTHOLOMEW'S HOSPITAL.

BY

F. W. ANDREWES, M.D.

The development of scientific pathology has been perhaps the

most important factor in medical and surgical progress during
the latter part of this century. This Hospital has been not
only amongst the first, but in some respects actually the first

in London to take advantage of the growth of this subject, both
in keeping its teaching abreast of the times, and in availing

itself of the most modern pathological methods in clinical diag-

nosis. It may therefore be qf interest to trace, in a few words,

the evolution of our Pathological Department, and put upon re-

cord the stages by which its present position has been attained,

together with a short account of the work now carried on
therein.

It is proposed to deal only with modern times, commencing
with the opening of the present school buildings and museum.
It would be needful to delve into antiquity to trace the begin-

nings of pathological study at this Hospital. From the time
when post-mortem examinations were first systematically carried

out,^ and from the earliest days of our Museum, ^ morbid anatomy
has been a constant study. For long this was the only branch
of pathology which was pursued in any detail : even within the

memory of the writer, morbid anatomy formed the staple mate-
rial of the lectures on pathology. I do not believe that to-day

1 Our present post-mortem records date back only to 1867, but there are accounts
of autopsies in the volumes of old ward notes which date from 1820, and post-mortem
examinations are known to have been performed here 200 years ago.

2 The oldest known specimens in our Museum date from the time of Percivall

Pott, about 1756, but the Museum was founded in 1726. See an interesting paper
by Mr. F. S. Eve on "Our Museum and its Associations," St. Bartholomew's Hos-
pital Reports, vol. xvii. p. 165.

VOL. XXXIV. N
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this subject is more attentively or better studied, in its naked-

eye aspects, than it was twenty or thirty years ago—perhaps

even less so. But this is only because new and more refined

methods have been introduced, which have shed a far brighter

light on the subject. The pathologist of other days could, for

example, recognise his tubercle by eye and touch alone : he
cultivated these powers to the utmost, and was not often wrong.

But to-day he can supplement them, by histological study, and
the demonstration of the tubercle bacillus, or even by inocula-

tion experiments. His conclusions may attain practical certainty

:

instead of one crude mode of diagnosis, he has several refined

ones. It has been feared by some that naked-eye pathology

may thus come to be undervalued ; but I do not think this is

the case at St. Bartholomew's. It is true that no great recent

advances in its study can be recorded here ; but in the teaching

of it, and in the permanent specimens which illustrate it in our

Museum, very important progress has been made.

It will be of interest first to trace the development of micro-

scopical pathology at St. Bartholomew's. When the present

Museum was built, the collection was re-catalogued by Mr. Eve,

who was then Curator: he and Mr. Walsham exarained many
of the specimens microscopically, and determined their true

nature for the first time. Something had, indeed, been done in

this direction by earlier Curators, notably by Sir James Paget,

who had been responsible for the catalogue of the Museum pub-
lished in 1846, and also by Mr. Morrant Baker. But from this

time forward the great bulk of new specimens added were micro-

scopically examined, and at the present day a microscopic sec-

tion of every specimen placed in the Museum is preserved for

future reference as a matter of routine—a valuable practice,

first systematised by Dr. Kanthack. Even now a large number
of the older specimens in the Museum are without a microscopic

diagnosis, and every year, as they are gradually cut, errors in

description are being one by one corrected.

It has never been the duty of the Curator of the Museum to

report upon the microscopic diagnosis of the tumours and other

material removed in the operating theatres or revealed in the

post-mortem room, save in so far as they were worthy of per-

manent preservation. This duty has on the surgical side de-

volved upon the Surgical Eegistrar, being, as I imagine, at first

voluntarily undertaken, and becoming, as its utility was made
manifest, a routine practice. There is probably no part of the

duties of the Registrar which is of more immediate value to him-
self than the direct correlation of clinical observation with exact

pathological fact which this work involves. On the medical
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side there has been no one upon whom the routine microscopic

examination of post-mortem material officially devolved, though
for many years it has been willingly undertaken by the Patho-
logical Department so far as was possible.

In October 1881 Mr. Bowlby was appointed Curator of the

Museum. There was at this time an ever-growing demand for

the microscopic diagnosis of tumours, and it appears that a con-
siderable amount of this work overflowed from the Surffical

Registrar, and fell upon the willing shoulders of the Curator.

There was no official place in which the work was done, but
there soon came to be one. The room which now serves as the

pathological laboratory never formed any part of the physio-

logical class-room, in spite of the sliding doors between them.
It was intended for the use of the staff in any work they
might desire to carry on, and it was very properly appro-
priated by Dr. Norman Moore, Mr. Eve, and Mr. Bowlby for

the purposes of microscopic pathology. The screen which still

cuts off one corner of the room was erected for Dr. Norman
Moore. Students were found who were glad enough to act as

pathological clerks, and undertake the mechanical work of pre-

paring the sections, since they received in return valuable in-

struction in microscopic diagnosis, and had the opportunity of

amassing useful and extensive collections of specimens. Dr.
Norman Moore had already, in 1879, inaugurated weekly de-

monstrations of morbid anatomy in the post-mortem room, and
they are still carried on in much the same way. In the same
year similar demonstrations in microscopic pathology were
started by him in conjunction with Mr. Eve, and later with Mr.
Bowlby ; they were held once a week, on Friday afternoons,

as they are still held at the present day. The pathological

clerks cut and stained the sections, and they were handed out

to the class in clove oil, after a short preliminary discourse by
the demonstrators.

The present writer acted as clerk in the department for some
two years in 1885-86, and retains as a memento of his work
there, not only a large amount of useful experience, and a

number of pleasant recollections, but also a large collection of

specimens which are still of value and interest. The methods
of section-cutting were less delicate than those now employed.
We used only the tedious and clumsy method of freezing the
tissues with ice and salt in a "Williams" microtome. Now-a-
days the first thing the pathological clerk is taught is the use
of the rocking microtome and the art of embedding in paraffin.

There can, of course, be no comparison between the two methods,
not only as regards the quality of the sections, but also in the
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ease and readiness with which they are prepared. The range

of available dyes and staining methods is also now vastly more
extensive ; bat in spite of all this, we managed to turn out very

fair sections.

In 1884 Mr. Bowlby became Surgical Eegistrar, and, while

he continued to carry on the microscopical work above de-

scribed, he inaugurated also the weekly demonstrations on
surgical morbid anatomy which he carries on to the present

day. For two years these were unofficial, but in 1886 he was
officially appointed Demonstrator of Surgical Pathology.

Meanwhile an entirely new branch of pathology was growing
up : bacteriology was being discovered to have increasingly

important bearings on medicine and surgery. In this country

the name of our Lecturer on Physiology—Dr. Klein—will

always be remembered as one of the earliest, as he has been
one of the most brilliant and successful, workers in this field.

His book on " Micro-organisms and Disease," as it originally

appeared in its first edition, reprinted from the pages of the

Practitioner, enjoys the credit of being the first book on bac-

teriology which was ever published in any language. About
1886 he held a small class in bacteriology ; but it had no con-

nection with the Hospital, being held at the Brown Institute,

where he was then working, and it was not till 1 892 that he was
officially appointed to teach the subject at St. Bartholomew's.

Meanwhile, however, the subject was being pursued here, and
ultimately taught. Not long after Koch's discovery of the

tubercle bacillus in 1882, sputa were being examined for this

organism in the Pathological Laboratory : in 1885-86 we fre-

quently had sputa sent up from the wards for this purpose.

The first systematic instruction in bacteriology was begun about

1887 by Dr. Vincent Harris and Mr. Lockwood, who continued

to hold classes up to 1892, when the Public Health Laboratory

was instituted, and placed under the charge of Dr. Klein, who
in that year transferred his bacteriological work from the Col-

lege of State Medicine to the Hospital. He then became the

official teacher of bacteriology and conducted courses for the

diploma of Public Health.

A very important change was now at hand in the position

of pathology at St. Bartholomew's. Hitherto the different

branches of the subject had been practised and taught in

different departments, which had no necessary connection with

each other, by different members of the teaching staff, each of

whom devoted only a portion of his time to the subject. In

view of the rapid development which the science had undergone

in recent years, a feeling grew up amongst many members of
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the Hospital staff that the time had now come to centralise the

pathological work and teaching in the hands of one man, who
should devote himself entirely to the subject. The plan was

not carried out without opposition, and it cannot be doubted

that its successful issue depended largely on the fact that at the

time there was a St. Bartholomew's man, already known as

a rising pathologist, who was both competent and willing to

undertake the work. Dr. Kanthack had devoted much of his

time as a student to pathological work. Later, he had studied

in Berlin under Virchow and Koch, and having held office on

the junior staff of the Hospital, had become well known to the

authorities. He was induced to offer himself for the post of

Lecturer on Pathology at St. Bartholomew's, and was appointed

in 1893, on the understanding that he should devote himself

altogether to the subject. This Hospital may claim the credit

of being the first in London to create a post of the sort, and it

may also congratulate itself on the sagacity with which it chose

the first incumbent of that post, for no man could have been

selected who would have been more successful in developing

its possibilities.

The duties of the lecturer on his appointment were to lec-

ture officially in the summer session and to conduct the classes

in microscopic pathology during the winter. The number of

lectures was increased from one to two a week, and their char-

acter was considerably modified : they were no longer lectures

on morbid anatomy only, but became essentially lectures on

general pathology, in which the facts of morbid anatomy and
pathological histology, learned elsewhere—in the dead-house and

at the microscope—received their summing-up and explana-

tion. The winter classes were carried out on the same lines

as heretofore, though improvements were ultimately brought

about by the introduction of more modern methods of section-

cutting.

The pathological laboratory was handed over to the lecturer.

It is alleged to have contained two mounted needles, a duster,

and a broken microtome. The apparatus previously used had

been the personal property of those who worked there, and a

grant of ;^ioo a year from the school funds was established for

the upkeep of the laboratory, with a preliminary grant of ;^30
for the purchase of necessary apparatus. With this start Dr.

Kanthack commenced work. He was permitted, with Dr.

Klein's consent, to take the bacteriological classes, which had
previously been carried on in the Public Health Laboratory,

and Dr. Klein was good enough to lend a good deal of appa-

ratus for the purpose. Material from the post-mortem room



198 Growth and Work of the Pathological Department.

was now much more systematically examined than before.

The Surgical Registrar continued his microscopic work in the

laboratory, and his labours received every assistance at the

lecturer's hands.

By no means the least important part of Dr. Kanthack's
work lay in the development of clinical pathology, a branch of

the subject which he practically inaugurated at St. Bartholo-

mew's, and which he developed by every means in his power.
The help which might be derived from accurate pathological

investigation of their cases was already appreciated by many
of the staff, and " research clerks " had been for some time
appointed to that end. They were, however, necessarily lack-

ing in experience and in special training, and here was clearly

a field in which great advances were possible. The research

clerks themselves were benefited by a properly-equipped labo-

ratory in which many researches, impossible in a ward, could

be thoroughly carried out. Dr. Kanthack threw himself with

energy into the clinical examination of blood, sputum, urine,

and all the various morbid products which could throw light on
the nature of a case. At first this was done unofficially, but the

value and importance of the work became increasingly mani-
fest, and at length'received official recognition. In April 1895
Dr. Kanthack was appointed Pathologist to the Hospital by the

Governors, and it became his duty to examine and report upon
such material from the wards and out-patient rooms as was
submitted to him by the staff. As new clinical methods were
introduced they were tested and employed where they proved
useful, and thus the examination of the throat for diphtheria

bacilli, and the testing of the blood serum for the typhoid

reaction, have become routine methods of proved value. The
best evidence of the usefulness of clinical pathology lies in the

increasiug demand for it, and this has grown steadily, and is

still growing. Most of the credit for this work at our Hospi-

tal must lie with Dr. Kanthack ; he practically originated it,

systematised and developed it, and it is now an integral and
indispensable part of our Hospital organisation.

Another change in the direction of centralisation was made
in January 1895, when the curatorship of the Museum became
vacant ; the Lecturer on Pathology was now made Curator. In
this department Dr. Kanthack introduced several important in-

novations, the chief being the employment of the new methods
of fixing the colours of specimens by means of formalin, and
their preservation in glycerin. The enormous improvement
which this method constitutes is patent to every one who has

examined the preparations added to the Museum in recent years.
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It may well be imagined that the amount of work thrown
upon the Lecturer on Pathology by these various duties was
very great, and it would indeed be impossible for a single man
to attempt it without a considerable amount of assistance.

Voluntary help has never been lacking. Students have always
been found willing and anxious to serve as pathological clerks,

and a short course of instruction soon renders them fully

competent to carry on much of the routine work of the

laboratory under due supervision. Dr. Kanthack's faculty for

organisation was of great value in this respect. It became,
however, increasingly evident that assistance in the department
would have to be provided officially, and this was ultimately

decided on.

In 1897 Dr. Kanthack left St. Bartholomew's to enter upon
the wider field of professorial duties at Cambridge. He had
done so much in so short a time, that the regret felt at his

departure was very great, and his own regret was as great

as any one's. Owing to the energy and labour which he had
expended in developing the department, the task of his suc-

cessor was very considerably lightened ; and when the present
writer took up the work in April 1897, he found little to do
except continue it on the lines already laid down. Official

assistance in the department was now instituted—a Demon-
strator of Pathology, and two Assistant Demonstrators were
appointed ; and even before this an Assistant Curator of the
Museum had been provided. The Eesearch Scholarship in

Pathology and Bacteriology, founded by our present Treasurer,

has been of great value to the department as an incentive to

original work.

A short sketch of the work now carried on in the Patho-
logical Department may be of interest as a supplement to this

imperfect account of its evolution. It is nearly all performed
in the Pathological Laboratory, in which room considerable

alterations and improvements have been carried out by the
Hospital authorities during the past summer.
The clinical examination of material from the wards is done

at the request of the member of the staff in charge of the case.

Naturally, far more comes from the medical than from the
surgical wards, since it is in the more obscure medical cases

that such assistance is of special value. It is evident that as

pathological methods become by experience easier and simpler,

they become more and more part of the routine necessary to

every medical practitioner. Thus it comes about that certain

methods of clinical examination, which at first could only be
done by specialists in the laboratory, are now taught to every
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student, and are carried out in the wards. The detection of

tubercle bacilli in sputum is a case in point ; the estimation

of hgemoglobin in the blood, and the counting of the blood

corpuscles, is, or should be, another. The principle adopted in

this Hospital is that such methods of clinical pathology as can

be readily acquired by the student, and easily practised in the

wards, should so be practised, and this principle not only saves

the Pathological Department from unnecessary routine work,

but is of obvious value to the students. A very large amount
of necessary work can, however, only be carried on in the

laboratory by specially trained persons.

Blood examinations are much in request. Simple blood-

counts and hgemoglobin estimations are largely done in the

wards by students or research clerks : the laboratory possesses

the necessary apparatus, which is lent out for the purpose.

The more difficult and delicate examinations, such as differential

leucocyte counts or the detection of malarial parasites, are done
in the laboratory. Such examinations are of the greatest value

in obscure cases, and are not uncommonly decisive in diagnosis.

Bacteriological cultivations from the blood are also frequently

called for in cases of supposed septicaemia, and it is perhaps

not sufficiently recognised that, while a positive result in

skilled hands is conclusive, a negative result is of very little

value in diagnosis. More commonly than not, one fails to find

micro-organisms in the single drop of blood examined, even
though the case be shown post-mortem to have been indubitably

septicEemic. This is particularly true of infective endocarditis.

The value of the serum reaction in the diagnosis of typhoid fever

(see p. 205) has received abundant confirmation in our experience.

Most cases of unexplained continued fever are now submitted

to this test—a sufficient proof that its utility is appreciated.

Special precautions are taken in the laboratory to maintain a

good supply of well-tested typhoid bacilli for employment in the

reaction ; at almost every typhoid post-mortem cultures are

made from the spleen and mesenteric glands, proved by every

important test, and then laid down in bottle, as it were, for

future use.

The routine examination of the sputum for tubercle bacilli

is, and should be, mainly undertaken by the clinical clerks in

the wards, at least on the medical side. In doubtful cases,

and often from the surgical wards and the throat department,

the matter is referred to the laboratory. The staining of

sputum for other micro-orgauisms is sometimes asked for

—

e.g. for the pneumococcus, the influenza bacillus, and others.

Many samples of pus are sent up for investigation. The
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specific organisms present—staphylococci, streptococci, tubercle

bacilli, actinomyces—may have a very important bearing on

diagnosis, prognosis, and treatment. Not uncommonly pus is

submitted, with a request for information as to its source, and

it is sometimes possible to indicate this with greater or less

probability ; fsecal matter or hydatid remains may, for example,

be demonstrable.

The urine is also a fertile field for investigation. The search

for tubercle bacilli therein is at once the most frequent and

the most laborious of the tasks propounded. The employment
of the carbolic acid method of precipitation renders the process

easier and more certain, but a good many negative results are

needed to exclude their presence. Often, especially in cases

of cystitis, other bacteriological inquiries have to be made.

The routine chemical examination of the urine, including

quantitative urea and sugar estimations, is almost always done

in the wards. Nevertheless a fair number of cases are sent to

the laboratory for investigation when any difiicult or unusual

question arises. The detection of small quantities of sugar,

or of leucin and tyrosin, is too difficult to be properly carried

out except in the laboratory. Abnormal pigmentation of the

urine is also not uncommonly a matter submitted to the

pathologist, nor is it usually an easy problem to unravel.

Bacteriological investigation of sore throats constitutes a

large part of the work of the department, and is one of its

most important and responsible tasks. From the diphtheria

ward come cultivations not only for confirmation of diagnosis,

but also for determination as to when patients may safely be

discharged. Instances of sore throat arising in other wards are

also often submitted for diagnosis, and in this way it has not

rarely happened that cases of diphtheria arising in the Hospital

have received a simple explanation. The most recent develop-

ment of this line of research lies in the very large number of

cases from the Casualty department in the Surgery which are

sent up for diagnosis. When a House-Physician is in doubt as

to whether he shall certify a case as diphtheria or not, he is

always pleased to have the chance of placing some of his re-

sponsibility on other shoulders, and such help has always been

gladly given, though it is not strictly included in the patho-

logist's ofificial charge. The responsibility of such diagnoses is

obviously very great, and their diflficulty often extreme. It is

not always fair that the bacteriologist should bear the whole

burden of the diagnosis, for clinical considerations must often

have considerable weight. There are bacteria which so closely

resemble the diphtheria bacillus, that much time and toil are
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needful to distinguish between them, and it is often impossible,

even after twenty-four or forty-eight hours, to say more than

that bacilli are present which are probably diphtheria bacilli.

And since such bacilli may occur in normal throats, it is clear

that the pathologist may justly demand full clinical particulars

before committing himself to an opinion.

A common task set by the surgeon to the pathologist is the

diagnosis of small pieces removed from tumours or ulcers as a

guide to treatment. The surgeon is usually in a hurry ; he

sometimes wants an answer in an hour or two. Then there is

nothing for it but rapid hardening of the tissue by boiling or

by formalin or perchloride of mercury, and sections cut with a

freezing microtome. A reliable opinion on sections thus rapidly

prepared needs a good deal of practice, for the appearance of the

tissues is so different from what is seen after ordinary prepara-

tion, that it is very easy to make serious mistakes. It is, never-

theless, usually possible to offer at least a tentative opinion, and

one which is commonly correct. Where a day or two can be

allowed for proper preparation of the tissue, a reliable answer

can almost always be given. By hardening in Miiller's fluid in

the incubator at 37° C. for twenty-four hours, and rapid em-
bedding in paraffin, satisfactory sections can be prepared in

from two to three days, or even less, and the difference in clear-

ness between such sections and those prepared by boiling is

enormous. It is probable, however, that a man who devoted

himself to the rapid method would, in time, acquire sufficient

certainty to pronounce an authoritative opinion in a very short

time. The trouble is that the fragment commonly submitted

is too small to allow of a decisive opinion. The diagnosis of

epithelioma, for instance, often demands evidence of infiltration

of adjacent tissue by the growth, nor is it often possible to dis-

tinguish between sarcoma and granulation tissue when the

fragment is very minute. Thus it not uncommonly happens

that the answer of the pathologist is justly indefinite, and it

would have been a truer kindness to the patient to have removed

a larger piece of the growth for diagnosis.

The routine examination of tumours and other material re-

moved in the operating theatres is carried out by special

pathological clerks under the supervision of the Surgical Re-

gistrar. At the present time this work is carried on in the

Scientific Workroom, and by the use of rapid methods of harden-

ing the time elapsing between removal of a tumour and its

microscopic diagnosis has been much shortened : the clerks,

some three or four in number, are trained in paraffin-cutting,

and most of the sections are thus prepared. There is constant
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communication between this department and the pathological

laboratory : the work would more naturally be carried out in

the latter place did space allow.

If one may judge from the frequency with which material

from the Martha Theatre is referred to the Pathological Labora-

tory for report, the gyneecologists find the department of con-

siderable utility. This branch of histological work is by no

means easy. Curettings form the staple material submitted,

together with small pieces cut out from the cervix uteri or else-

where. Everything has to be cut in paraffin, after rapid harden-

ing ; the tissue sent up is sometimes so fragmentary that it has

to be collected on a filter, tied up in a cigarette paper, and

so passed through the various hardening solutions to the final

embedding in parafiin : very good sections may thus be obtained.

The diagnosis of malignancy or innocency, which is usually the

point at issue, can in most cases be made, but unfortunately

not always with absolute certainty. That the reports obtained

are of utility in the confirmation of diagnosis is shown by the

increasing frequency with which they are requested.

Under the heading of " Miscellanea " may be classed a curious

selection of objects of interest which find their way to the

pathologist. When a patient vomits, expectorates, or voids from

the bowel any unfamiliar substance, it is usually sent up to the

laboratory for investigation, and many pretty problems may thus

arise demanding a somewhat minute acquaintance with animal

and vegetable morphology. Among other instances may be

mentioned decomposed cabbage-stalk from the trachea, apple-

peel from a fgecal fistula, and a pair of the non-parasitic nematode
" Gordius aquaticus"—alleged by a malingerer to liave been

expelled from the bladder.

Allusion may here be made to an arrangement with the St.

Bartholomew's Journal, by which subscribers to that periodical

may send up samples of sputum, urine, &c., for report at a

nominal fee, on the lines of the Clinical Research Association.

This is understood to be for the benefit of old St. Bartholomew's

men in general practice, especially those in the country, in

cases where the patient cannot afford an ordinary fee.

In conclusion, a statement of the different lectures and classes

now held in connection with the Pathological Department must
be added.

In the summer session the lecturer delivers two lectures a

week, devoting himself chiefly to general pathology. In the

winter session a class in microscopic pathology is held once

each week in the Physiological Class-room. This class is

attended by nearly a hundred students, and as sections of four
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or five morbid tissues are given out at each class, it will be

apparent that the preparation for it is no light task. Classes

in bacteriology are held three times in the year. Each course

consists of an elementary class extending over five or six

weeks, to which is added an advanced course for those preparing

for Public Health examinations, which lasts a further month
or more. These classes are usually attended by from six to

twelve students—mostly already qualified men. Apart from

the regular courses, facilities are given, so far as space can

be found, to those wishing to study bacteriology for shorter

periods or for special purposes. Twice a year a class is held in

advanced pathological histology and surgical bacteriology for

those preparing for the final Fellowship of the College of

Surgeons, some four or five demonstrations being given. A
similar class is held twice a year for candidates offering them-

selves for the M.B. or M.D. examinations at the different

Universities. Instruction is given to students wishing to act

as pathological clerks, and, as they become competent, the

services of these gentlemen are of great utility in the routine

work of the department. Finally, as much assistance as possible

is given to students and others who come up in search of in-

formation or the pursuit of knowledge : and they come up at

intervals all day.

The writer trusts that this short sketch of the growth and

work of the Pathological Department, written at the suggestion

of one of the Editors of these Eeports, may prove of some in-

terest, and even of some use, as a record of its present scope

and aims. He has felt at liberty to write freely of it, perhaps

even to praise it, for the very reason that he has been connected

with it for too short a period to be able to claim any share in

its development. Its work is still growing, and appears likely

to grow, but so much encouragement is received both from the

Medical and Surgical Staff and the Governors of the Hospital,

that there is no reason to doubt that it will be able to meet the

demands made upon it.



NOTES ON THE SERUM REACTION

IN TYPHOID FEVER.

BY

J. H. CHURCHILL.

Introductoky.

While a scientific observation is still new, any collection of

cases made with a view of determining its accuracy has a
definite value. It is in the hope of confirming to some extent
the value of Widal's serum reaction in typhoid fever that
these notes are published. They are gathered from more than
120 cases in which the reaction was tried in the Hospital
wards by the Pathological Department during the year ending
August 189S. All statements made in the notes refer to these
cases only. In extracting facts from the clinical notes, every
care has been taken to ensure accuracy.

From a summary of statistics from various sources given in
" Gould's Year-Book of Medicine and Surgery, 1898," and em-
bracing between three and four thousand cases, it appears that a
positive reaction was obtained in 95,5 per cent, of typhoid cases,

and a negative result in 98.4 per cent, of non-tyj)hoid cases, i.e.

that correct results were obtained in 96.5 per cent, of the total.

No attempt was made to eliminate erroneous results from among
these cases.

I am much indebted to Dr. Andrewes, not only for his sug-
gestion that I should collect these cases, but also for his advice
and kind assistance in the preparation of my notes for pub-
lication.

Method of Obtaining the Reaction.

The method adopted in the Pathological Laboratory has
almost invariably been the following :

—

In the ward, the patient's

ear or finger is pricked, and into the resulting drop of blood is

introduced the end of a capillary pipette ; enough blood for the
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purpose of the reaction runs into the pipette, the ends of which

are then sealed. In the laboratory, the ends of the pipette are

broken off, the blood is expelled into small glass tubes, and to

it are added nine times its volume of sterile broth (each volume
being measured by allowing the broth to enter the pipette to

the level formerly reached by the blood). The blood is thus

diluted I in lo. The tube is plugged with cotton-wool, labelled,

and allowed to sediment.

A broth tube is inoculated from the stock culture of typhoid

bacilli and incubated for twelve to twenty-four hours.

A clean cover-slip is then taken, and on it are placed side

by side five or six drops of the diluted blood, measured by a

platinum wire loop ; with the same loop, to roughly ensure the

drops being of the same size, the same number of drops of the

fresh typhoid culture are placed on the cover-slip and then

mixed with the blood, which is thus diluted i in 20. The
cover-slip is inverted on a slide, and ringed round with wax.

The mixture is examined immediately under a microscope (a \
objective is quite sufficient), and again at intervals for four

hours from the start. If, at the end of this time, no sign of

reaction has occurred, a negative report is made.

No special precautions are needed for keeping the blood

sterile, since the time of observation is too short to allow much
interference with the reaction by the growth of other organisms

:

the patient's finger need not be sterilised ; but if the blood is

to be kept, especially in warm weather, until the typhoid cul-

ture is ready, it is well to sterilise the glass receptacles used by
passing them through the flame, taking care to cool them before

use, since the " clumping" power of blood is destroyed at 75°

to 80° 0.

The Cultures of Typhoid Bacilli Used.

Some observers have obtained reactions with emulsions of

dead bacilli. The only two occasions on which the reaction

was tried by us using dead bacilli (killed, after sixteen hours'

incubation, (i) by chloroform, and (2) by heating to 59° C. for

half an hour) resulted in negative reactions, though the sera

used were found to give a good reaction with living bacilli from

the same cultures.

If living bacilli are used, it is necessary to see that their vigour,

as evidenced by active motion, is unimpaired. To ensure this,

it has been the custom in this laboratory to make cultivations

from the spleen and mesenteric glands of any typical case of

typhoid fever which is examined in the post-mortem room, and
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to pass the purified cultures through all the chief tests for

typhoid bacilli, viz. :

—

1. The absence of gas-formation in gelatin-shake cultures.

2. The absence of indol from broth cultures after prolonged

incubation.

3. The absence of coagulation in milk tubes.

4. The microscopical appearance of the bacilli, especially the

number of their flagella.

5. The clumping of fresh cultures by the serum of a typhoid

fever patient, which has previously been found to cause a typical

reaction with a known culture of typhoid bacilli.

A pure culture of good typhoid bacilli being thus obtained,

several gelatin tubes are inoculated from it, incubated, and

then kept as stock at the room temperature. From one of

these a fresh broth-tube is inoculated every time that the

serum test is to be performed, so that the actual culture used

for the reaction is only two generations from the original cul-

ture, though the latter may be some months old ; for it is found

that repeated subculture from tube to tube eventually lessens

the vigour of the bacilli, and modifies their power of clumping.

After several months, however, the stock itself is found to

weaken, so that subcultures show less motility than those made
from it in the earlier part of its existence. The stock is then

changed for a more recent one.

In one case Dr. Andrewes obtained from the spleen of a

four months foetus, which had been expelled from the uterus

of a woman suffering from typhoid fever in the King's Lynn
epidemic (1897), a few colonies of vigorous typhoid bacilli.

These were used successfully in the Widal tests for a con-

siderable time.

Dilution of the Blood.

The degree of dilution of the blood conventionally used in

this laboratory is i in 20. It has been found that the blood

of certain people who have not suffered from typhoid fever

gives a well-marked reaction to this serum test if the degree of

dilution is low, but that—in the experience of most observers

—

such blood fails to give any sign of reaction when diluted to

I in 10 or more.

Desceiption of the Reaction.

When the fresh culture is first mixed with the blood, the

bacilli are seen swimming actively to and fro in even distribu-

tion through the field. The first sign of reaction is the cluster-
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ing together of a few bacilli which lose their progressive motion,

but remain actively struggling ; to these others are added, and
the cluster becomes larger and more compact, only the outer

ones seeming to have room to move. Meanwhile, and some-

times quite early in the reaction, the unattached bacilli gradually

lose their activity, move sluggishly across the field, or become
quite motionless. Three or four clusters or " clumps " may
often be seen in a single field.

Between a complete reaction, where nearly all the bacilli are

in clumps and none of the free ones are motile, and a reaction

where only a few loose but definite clumps are found, the

remaining bacilli being free and sluggishly motile, all grades

occur.

The essential of the reaction is the formation of clumps ; loss

of motility is a phenomenon of secondary importance, occurring

sometimes under conditions other than enteric fever.

It has on some occasions been noticed in this laboratory that

the clumping begins in the neighbourhood of any air-bubbles

present under the cover-slip. This is probably due to the

tendency of the bacilli to congregate in the neighbourhood of

an oxygen supply.

In nearly every case tested, whether the result was positive

or not, the slides were kept at 37° C, and re-examined on the

following day ; but in no case, with some exceptions to be pre-

sently noticed, was there any alteration seen in the condi-

tions of the bacilli, save that their motility had materially

lessened, and in many cases ceased.

Time Limit of the Eeaction.

Out of 71 positive cases, 22 have been well-marked or com-
plete within three or four minutes ; 1 7 others have become
well-marked within one hour, and 27 within four hours—nearly

all before the second hour. The particulars of the remaining

five cases, which showed no sign until after the fourth hour, are

as follows :

—

Case I.—Blood tested on the fourteenth day showed no sign of reaction

in the first four hours, but clumping began during the fifth tour, and be-

came so marked later on, that, contrary to custom, a positive rejiort was
made. The diagnosis of typhoid fever was confirmed by post-mortem
examination.

Gases 2 and 3.—SHght clumping was first observed between the fifth and
seventh hours ; at a later date the test was repeated and showed marked
clumping within one and two hours. Both recovered and were clinically

considered undoubted cases of typhoid fever. (Case 3 had a son in the

Hospital with typhoid fever at the same time—Case ii.)-
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Case 4.—Distinct clumps were found on re-examining the slide on the
following day ; a week later the blood was again tested with a markedly
positive result. The fever ran a mild course, but was regarded clinically

as typhoid.

Case 5.—On first testing the blood no clumps were seen till the following
day ; four days later a positive reaction occurred in three hours, and ten
days later, during a typical relapse^ the reaction was well marked within
one hour.

Although Case 5 indicates that the clumping power may de-

velop slowly, yet it is by no means the rule. In one case of

typical typhoid fever (Case 9) the test was absolutely negative
after twenty hours on the fifth day of the disease, but on the

seventh was well marked within two or three minutes (see also

Case 7).

Date of Appeakance of the Eeaction.

Though, as a rule, the best-marked reactions are obtained in

well-marked cases of typhoid fever, yet many such cases occur

where the reaction is not so early nor so marked a phenomenon
as it is in milder or less ty|)ical cases ; and we have been unable

to demonstrate any relation between the acuteness of the disease

or the prominence of any particular symptom, and either the

quality of the reaction or the date of its appearance, which may
at all compare with the relation established between the inten-

sity of the infection in pneumonia or the resisting power of the

patient, and either the amount or the date of appearance of the

leucocytosis. It seems rational to suppose that some such re-

lation exists, but the evidence obtained during the year is wholly
insufficient for the discussion of such a theory ; this is partly

owing to the lack of early cases of the fever, and partly to the

difficulty of establishing the " first day " of the disease.

For the same reasons we have had little opportunity of

averaging the dates of appearance of the reaction ; but of 40
cases in which the date of the first day of the disease could be
reasonably approximated, it was found that the average date of

appearance of the reaction was the thirteenth day. We were
only able, however, to test ten of these cases before the reaction

was apparent, the result being as follows :

—
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1

As an instance of the more usual phenomenon of retention

by the blood of its clumping power for some months we quote

the following:

—

Case 13.—The blood reacted definitely but not well in an hour and a

half. The patient died of septicaemia, and no typhoid lesions were dis-

covered post-mortem. An inquiry into her history elicited the fact that

she had suffered from typh-oid fever three or four months before her ad-

mission to the Hospital,

Only once during the year under consideration did we find a
case of undoubted typhoid fever which gave no reaction :

—

Case 14.—On the day of admission the blood gave no sign of reaction

after four hours ; three times during the next twenty-one days the blood
was re-tested and watched for two or three hours, with no observed
reaction. The patient recovered.

This case should be compared with Case 5, where no definite

reaction was found until after the thirty-fifth day.

The Serum Test in Non-Typhoid Oases.

We have tested, in the course of the clinical work, more
than 50 cases of diseases other than typhoid fever, and in no
case has a positive reaction occurred. Among these are

:

appendicitis, perimetritis, rheumatic fever with endocarditis,

pericarditis, infective endocarditis, influenza, pneumonia, men-
ingitis, otitis media, pleurisy with effusion, malaria, scarlet

fever, phthisis with marked pyrexia, constipation, diarrhoea,

hsematuria, headache, and "febricula."

Case 1 5 .—One case I mention in particular, in which re-examination of

the slide on the day after the test was begun revealed the presence of a
few clumps, none having been seen during the first four hours : a negative
report was made and the test repeated two days later, when no sign of

clumping made its appearance even after twenty-four hours. The nega-
tive report was thus confirmed, and at the post-mortem examination a day
or two later no indication of typhoid fever was found, the conditions being—" otitis media, splenic and renal infarcts, recent endocarditis."

The Serum Test combined with Blood-Oounts.

If a blood-count had been made in Oase 15, a leucocytosis

would almost certainly have been found, lending additional

weight to the evidence of the serum test against a diagnosis of

typhoid fever. This leads us to consider 6 cases in which a

blood-count was made in addition to the test.

Case 5*.—On the forty-first day, a day after the positive reaction was
first ol)tained, a blood-count revealed only 3000 leucocytes per c.m.m.,
the patient's temperature being 102° F.
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Case 1 6.—This patient was convalescent from a typical attack of rheu-

matic fever, and had been up and about the ward for some days. A fresh

rise of temperature occurred, and all the u.sual signs of typhoid fever made
their appearance. On the twelfth day a blood-count revealed no leucocy-

tosis, and a positive reaction was returned to the serum test. Three days

later a repetition of the test again gave a positive result. The patient

soon died of perforation, and typical tyjjhoid lesions were discovered post-

mortem. There was no evidence of any healing ulcer of earlier date.

The absence of leucocytosis in this case at once negatived

the idea that the second rise of temperature could be due to

rheumatism.

Case 17.—Admitted with headache, pyrexia, and furred tongue. The
serum test gave a negative result : five days later a leucocytosis of 16,500

was found ; on the same day the patient expectorated copiously and his

temperature fell. In the sputum were found many large clusters of

bacilli, which on cultivation proved to be Pfeiffei^'s influenza bacilli.

Case 18.—Admitted for shivering, headache, and pyrexia. On the

second day the serum test was negative, and a leucocytosis of 14,000 Avas

found : on the third day the temperature fell to normal and remained

there. The case was diagnosed as influenza.

Gase 19.—Admitted with a history of ague. The serum test was nega-

tive and there was no increase of leucocytes. A careful examination of

the blood revealed the presence of the plasmodia of malarial fever.

Gase 20.—A child of ten years, admitted for headache, abdominal pain,

and diarrhoea on the sixteenth day of the disease. The serum test on the

twenty-third day was negative ; it was repeated on the twenty-fourth day
Avith the same result. The blood was counted and shoAved 25,000 leuco-

cytes per c.m.m.—a very marked leucocytosis. The child died, and the

post-mortem examination revealed " appendiceal abscess ; suppurative

pylephlebitis, multiple abscess of the liver, septic infarcts."

These cases are striking examples of the importance of

counting the leucocytes in the blood of patients who are

under the suspicion of having typhoid fever, and whose blood

has not reacted to the serum test. In this connection it is im-

portant to know that the chief febrile diseases in which a

leucocytosis is not found are :—typhoid fever, malaria, measles,

rotheln, grippe (three-quarters of the cases recorded), tubercu-

losis. The invariability of this rule in tuberculosis has not yet

been proved ; and at all events, not only in this, but in the other

five diseases the absence of leucocytosis is only co-existent

with the absence of complications such as pyogenic infection,

pneumonia, and the like. It was fortunate that in both the

cases of influenza cited a leucocytosis should have been ob-

tained.
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Summary.

Method.—It is advisable that the culture of typhoid bacilli

be vigorous and of not more than twenty-four hours' growth.

The patient's blood must be diluted at least i in 10 : precau-

tions for keeping the blood sterile need not be very strict.

The Reaction.—Using a dilution of i in 20, the reaction

occurs in the vast majority of cases within two hours of the

start. A positive report is quite safe if clumping occurs within

four hours ; after that time it is not safe, but the test should be
repeated in a day or two.

Date of the Reaction.—The average date of appearance of the

reaction is the thirteenth day of the disease, or earlier. It has

not appeared in this series of cases before the fifth day. The
reaction may not develop until quite late in the disease. It is

exceedingly rare for the blood to lose its clumping power be-

fore the patient leaves Hospital.

There is no definite relation yet established between the

severity of the disease and the character of the reaction or

the date of its appearance.

Accuracy of the Test.—Out of 71 cases of typhoid fever tested,

70 reacted positively at some period of their course (Case 14).

Out of more than 50 cases which were not typhoid fever,

only one gave a positive reaction (Case 13), and that had suf-

fered from typhoid fever three or four months before.

Combination with Blood-Counts.—It is of the utmost import-

ance, for the sake of diagnosis in a case of doubt, to count the

leucocytes in the patient's blood.





ALCOHOLIC CIERHOSIS/

BY

E. A. TELD, M.A., M.B., B.C.

Inteoductiox.

In the following paper the statistical results of an examina-
tion of 1 3 1 cases of alcoholic cirrhosis will be dealt with. These
results are taken from the post-mortem notes of this Hospital

from 1886 to 1897 inclusive, and from the corresponding ward
notes. During this period of twelve years there were 4117 post-

mortem examinations and 164 cases of cirrhosis of the liver:

33 cases are therefore excluded from this paper, of which

7 were examples of cirrhosis in children, 16 of (possibly)

non-alcoholic cirrhosis in adults, and 10 of alcoholic cirrhosis

in which the kidneys were set down as " Agranular." Out of

the 131 cases selected as alcoholic there was direct confession

of alcohol in 60 only, but none of the remaining cases gave
rise to any doubt as to their origin.

In some the disease was overlooked during life ; in other

cases the patients were brought in dead, so that no history was
obtained: in others alcoholism was obvious from the appearance

;

and for the rest, the notorious habit of lying among sufferers

from this disease sufficiently accounts for the absence of direct

evidence of alcoholism.

One of the chief objects of the paper is to show that granular

kidney is more frequent in cirrhosis of the liver than is generally

admitted.

An endeavour has also been made to determine how far the

existence of granular kidney may modify the features of the

case in hepatic cirrhosis by a comparison of 44 cases of

cirrhosis in which the kidneys were sound with 44 cases in

which they were granular.

1 An abstract from a thesis for the M.B. Cantab, on "Cirrhosis of the Li
and its Relation to Granular Kidney."



2 1

6

Alcoholic Cirrhosis.

In each of the 131 cases of cirrhosis the following data were
obtained from the ward notes and post-mortem register :

—

(i.) Age and sex.

(2.) Liver—(a) Weight and size
; (/3) appearance

; (7) mis-
cellaneous.

(3.) State of the capsule of the liver.

(4.) State of kidneys,

(5.) State of the spleen—(a) Weight and size; (/S) consistency.

(6.) State of the capsule of the spleen.

(7.) State of the peritoneum and presence of fluid.

(8.) State of the joints with regard to the presence of biurate

of sodium.

(9.) History as regards kind of alcohol imbibed.

(10.) Symptoms—(a) Jaundice; (/3) ascites; (7) melsena;

(8) "cholfemia;" (e) hgematemesis
; (^) albuminuria.

(11.) Cause of death.

(12.) Latency of the cirrhosis.

(13.) Frequency of tubercle in any organ.

In the course of my investigations certain difficulties were
met with which detract from the results.

(i.) The weight of the liver and spleen was sometimes
omitted in the post-mortem books.

(2.) The joints were seldom examined.

(3.) The kind of alcohol was frequently not specified in the

ward notes.

(4.) The cause of death atas difiicult to determine, and I would
suggest in all humility that a special heading should be set

apart in the books for this important item.

(5.) State of the capsule. In cases of perihepatitis and peri-

splenitis, Hale White ^ has pointed out the importance of the

distinction between a partial and universal thickening of the

capsule. This distinction was seldom noted in the post-mortem
books.

(6.) In many cases, and for various reasons, there were no
ward notes.

As the full tables of these cases are somewhat bulky they
cannot be included here.

The paper will be divided into two parts :
—

(A.) The statistical results obtained from analysis of all the

13T cases of alcoholic cirrhosis considered together.

{B.) The statistical results obtained from a comparison of 44
cases of alcoholic cirrhosis with granular kidney, with 44 cases

in which the kidneys were normal.

I am indebted to Dr. Church, Dr. Gee, Sir Dyce Duckworth,

1 Hale "White, Clinical Society's Transactions, vol. xxi.
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Dr. Hensley, and Dr. Lauder Brunton for kind permission to

make use of their ward notes. I am also indebted to Dr. Morley

Fletcher for valuable suggestions and advice.

{A.) All the Cases Consideked Togethee.

Sex.—Females, 29; males, 102 (78 per cent). This result

agrees with that obtained by Price, who collected 142

cases from Guy's Hospital register from 1875- 1883 in-

clusive.^ Kelynack, however, in a recent examination of 121

cases, found the proportion of men to women to be 2 to i instead

of 3 to 1.2

Age.—The age was unknown in 3 cases, but for the remain-

ing 128 it was 47.5 at death. The maximum age was 72. The
minimum age was 20.

The Liver.— (a.) As no microscopical examinations were made,

the type of liver had to be decided on naked-eye evidence alone.

With regard to fatty cirrhosis, Foxwell has pointed out that it

is impossible to be certain that a cirrhotic liver is fatty without

using the microscope.^ It is therefore evident that the results

of examination of such livers must be accepted with reserve.

In the following table the livers are arranged in three

groups:—(i.) Hobnailed; (2.) "fatty;" (3.) irregular (under

this heading are included all livers not definitely described as

fatty or hobnailed).

(jS.) The size of the liver was deduced partly from ward notes,

partly from the weight found at the post-mortem. In estimat-

ing the size from the weight, a large margin was allowed for

the normal (40-65 oz.). In 12 cases it was impossible to come
to any decision as regards size.

(7.) Among miscellaneous points connected with the liver

was the important one of portal thrombosis. This is men-
tioned only three times in the post-mortem notes. Probably,

however, the portal vein is seldom examined.

Hawkins * says that it is a rare complication. According to

Osier, thrombosis of the portal vein is frequent in cirrhosis.^

A full description of these cases will be found in an appendix

to this paper.

1 See " 143 Cases of Cirrhosis of the Liver," Guy's Hospital Reports, 1884.
" See Brit. Med. Journ. , Epit.

, 368, May 15, 1897.
^ Foxwell, Brit. Med. Journ., Feb. 15, 1896, p. 393.
4 Hawkins, article on Cirrhosis of Liver in Professor AUbutt's System of Medicine,

vol. iv. p. 173-188.
5 Osier, Principles and Practice of Medicine, 2nd edit., 1895, p. 464.
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The Kidneys.— {a.) In 44 out of the 131 cases granular

kidneys are recorded. This is practically 33.5 per cent. This
percentage is very high, but, considering the lives these patients

lead, is not to be wondered at, for granular kidney is known to

be very frequently associated with alcoholism. Hawkins,^ in

Allbutt's System of Medicine, puts the frequency at 1 5 per cent.

Kelynack,^ in his examination of 121 cases, makes it 18.5 per

cent.

Professor Clifford Allbutt has reminded me that pathologists

differ widely in their views as to what is and what is not a
granular kidney, and has suggested that many of the cases

set down as "granular" in the St. Bartholomew Hospital Post-

mortem Register may have been examples of " replacement-
fibrosis," or, in other words, simply senile kidneys.^

The average age of the patients with cirrhosis of liver and
kidney was, however, only 52.7, so that if many of these kid-

neys were examples of "replacement-fibrosis," then many of

the patients must have been prematurely old. It might be
urged that a kidney which is physiological at ninety is patho-
logical at fifty, but, granting this, such a kidney is not neces-

sarily granular in the sense in which the term is usually

accepted.

In this paper the simple macroscopic description of the

pathologist has been accepted from necessity, as no micro-
scopical examination was made in any case.

(/3.) In 18 other cases the kidneys were abnormal (13.8 per
cent.). The following is a list of the abnormalities :

—

(i.) Five cases of cardiac kidney.

(2.) Four cases in which calculi were present.

(3.) Two cases of "large white" kidneys.

(4.) One case of tubercular cyst.

(5.) One case of secondary malignant deposits.

(6.) One case of secondary involvement by malignant growth.

(7.) One case in which the left kidney was atrophied and the
right hypertrophied.

(8.) One case of advanced tubercular disease.

(9.) One case of " small white " kidneys.

(10.) One case of fatty kidneys.

1 Hawkins, Allbutt's System of Medicine, vol. iv. pp. 173-188, on Cirrhosis of
Liver.

2 Kelynack, Brit. Med. Journ., Epit., 368, May 15, 1897.
^ The term "replacement-fibrosis" is used for those cases in which there is no

real increase of the interstitial fibrous tissue in the kidney, but only a replacement
by fibrous tissue of degenerate glandular elements.
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Kind of Drink.
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(A.) In 39 cases to cirrhosis= 2)^.y per cent.^ In 5 of these

death was directly due to excessive hgematemesis.

(B.) In 17 cases to cirrhosis complicated by some other mor-

bid state = 13.3 per cent.

(0.) In 71 cases to causes other than cirrhosis = 5 5 . 8 per cent,

(a) Pulmonary
; (/3) cardio-vascular or circulatory

; (7) renal,

i.e. obviously renal
; (8) new growth

;
(e) miscellaneous.

A complete table of groups B and C here follows. In the

two cases in which diabetes was present, no pigmentation of

the skin was observed. In one of the cases the sugar disap-

peared from the urine in the last four days before death, and

in the other no sugar was found at any time during the last

illness, but there was a very clear history of diabetes. (See

appendix.)

Tubercle was found very frequently, and will be discussed

later. It appears to have been of importance in causing death

only in the cases tabulated.

Phthisis, pneumonia, granular kidneys, and new growth,

seemed to be the most important causes of death in group C.

Gkoup B.

Cirrhosis complicated hy-

1

.

Granular kidneys
2. Pleural effusion ,

3. Broncliitis . . . .

4. Phthisis . . . .

5. Bronchitis with fatty heart

6. Aortic regurgitation .

7.
" Morbus cordis "

8. Diabetes . . , .

Total

Cases.

7
2

2

I

I

I

I

2

17

iV,5.—Though some of these conditions occurred in other cases, it

was only in 1 7 that they seemed to have been of importance in causing

death.

1 Kelynack says 50 per cent.
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Group C.— Causes other than Cirrhosis.

(«)
!

(iS)
1

(7)
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From this I conclude that

—

(i.) Cirrhosis is less often latent than declared.

(2.) Cirrhosis is more often latent in men than in women.

(3.) Cirrhosis may remain stationary, since those in whom it

was latent lived to a greater age on the average than those in

whom the disease was declared during life.

In fact, latency means delay in the progress of the disease.

The causes of such delay could not be determined from the

data in my possession (see Appendix).

Tubercle was present in 22 per cent, of the 131 cases. This

is about the same percentage as that for gout, but the per-

centage of the latter is founded on insufficient data (see Joints).

Kelynack in his series of cases makes it 24 per cent.

Owing to the meagre description in the post-mortem books,

the exact type of tubercle present was not always very clear.

Hawkins states that miliary tubercle of pleura or peritoneum,

or both, is most common in hepatic cirrhosis, but from these

cases it would appear that tubercle in the lung was infinitely

more common. It was chiefly in the form of scarring, obsolete

deposits, old single cavities, &c., i.e. chiefly inactive.

In the lung ...... 26 cases

In the peritoneum ..... 2 „

In the genito-urinary tract . . . i „

Phthisis seems to have caused death in 8 cases, and to have
accelerated death in i

.

Tubercular peritonitis did not cause death in either of the

2 cases.

Genito-urinary tuberculosis was the cause of one death.

Roughly tubercle caused death in 10 out of the 131 cases =
7.8 per cent. This is lower than Kelynack's estimate, viz.,

12 per cent.

Indeed, the percentage of cases in which tubercle caused

death is no greater in this instance than the percentage of

deaths from new growth.

Tubercle is, therefore, often present, but kills comparatively

seldom.

B.—Statistical Results.

With a view to determine the effect of the presence of

granular kidney in cases of cirrhosis of the liver, i.e. how far

such kidneys can modify the various aspects of the disease, 44
cases of cirrhosis of the liver with healthy kidneys were com-

pared with 44 cases in which the kidneys were granular.
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. . 10 )

With Granular Kidney.

Age.—Maximum 72
Minimum 32
Average 52.7

(Age known in 41 cases only.)

Sex.—Males 35
= 79.5 per cent.

Females 9

Liver.— Hobnailed
"Fatty" .

Irregular . . . 21 )

Average weight= 61. 5 oz.

(40 livers were weighed, but in esti-

mating average weight only 25
were taken.)

Joints.—Not examined . . 24
Normal 14
Biurate in ... . 5

= 25 per cent.

Doubtful .... I

History of gout in 2 of the cases in

which joints were not examined.

History.—Syphilis .... 12

= 9 per cent.

Kind of alcohol {in 14 who confessed).

Beer-drinkers ... 4
Spirit-drinkers ... 4
Beer and spirits ... 3
" Hard drinkers " . . 2

Cause of death.—
I. Cirrhosis 8

= 20.5 per cent.'

2. Pulmonary disease . . 5

3. Granular kidneys . .18
= 46 per cent.

4. Granular kidneys and
\

cirrhosis .... j' 4
5. Miscellaneous .... 3
6. Aortic disease .... 5

7. Doubtful I

Latency.—Lat-ent . . . .27
= 61 per cent.

Declared . . . .17

Tubercle.—Present in . . .11
= 25 per cent.

(All pulmonary.)

* This percentage taken from 39 cases,

since 5 were inadmissible.

VOL. XXXIV.

Without Granular Kidney.

Age.—Maximum 62
Minimum 25
Average 44.6

(Average age taken from 41 cases

only, but age known in all 44.)

Sex.—Males 31
= 70.4 per cent.

Females i ^

44

Liver.—Hobnailed . . 17

"Fatty" ... 2

Irregular . . . 25
Average w^eight= 63 oz.

(Only 25 livers were weighed.)

Joints.—Not examined . . 31
Normal .... 10

Biurate in . . . 3
= 23 per cent.

Doubtful . . . None.
(History of gout in 2 of the cases in

which joints were not examined.)

History.—Syphilis .... 5

= 1 1 per cent.

Kind of alcohol (in 22 u-ho confessed).

Beer-drinkers . . . 3

Spirit-drinkers . . .it
Beer and spirits ... 3
" Hard drinkers " . . 5

Cause of death.—

•

1. Cirrhosis ...... 20
= 55.5 per cent.*

2. Pulmonary disease

3. Tumor cerebri ....
4. Tumor cerebelli .

5. Pontine haemorrhage . .

6. Meningeal and "ihgemor-
cerebellar / rhage

.

7. Miscellaneous ....
8. Doubtful

9. Other conditions and \
Cirrhosis .... J

Latency.—Latent 14
= 34 per cent.

Declared . . .30

Tubercle.—Present in ... 9
= 20.4 per cent.

(In lungs 7 ; in peritoneum 2.)

* This percentage taken from 36 cases,

since 8 were inadmissible.
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Probably
{^^";j^f

Without Granular Kidney.

Perihepatitis.—
fsal

• • 5

Perisplenitis.—
1

7

(One of these was tubercular.)

It could not be made out whether
the perisplenitis was universal

or partial.

Peritonitis.—

-

Recent in 2

Chronic tubercular . . 2

Chronic simple .... 2

Partial i

With Granular Kidney.

Perihepatitis.—
-D 1, 1 1 f Universal . . i
Probablv -r, >. ^ o

-
\^ Partial ... 8

Perisplenitis.— 1

4

(One of these was " nodular,-'

and one recent.)

It could not be made out whether
the perisplenitis was universal

or partial.

Peritonitis.—
Marked in 3
Slight in 2

Malignant in . . . . i

Secondary in . . . . i

(to pelvic abscess.)

From this table I conclude

—

(i.) That when there is granular kidney, the average age of

cirrhotic patients at death is higher than when the kidneys are

healthy by eight years.

(2.) That the proportion of males to females when the kid-

neys are granular is as 80 to 20, whereas when kidneys are

sound it is as 70 to 30 (roughly), i.e. the majority of males
with cirrhotic livers over females with cirrhotic livers is greater

when the kidneys are granular. This simply comes to mean
that granular kidneys are more common in men—a sufficiently

well-known fact.

(3.) The liver is more often "fatty" when the kidneys are

granular, but yet its average weight is less than when the

kidneys are ' normal. There is probably some fallacy here,

because a great many livers were not weighed.

(4.) As regards gout, no conclusions of any value could be
drawn, as hardly any of the joints were examined. From the

few cases observed there would seem to be rather more gout
when the kidneys are granular—as one would expect.

(5.) As regards syphilis no conclusions can be drawn. As
regards alcohol, beer-drinkers would seem to be slightly more
common among those with granular kidneys than among those

with healthy kidneys. This accords with the views of Barr,

who holds that beer is more likely to produce granular kidney
than spirits.^

(6.) When there is granular kidney the tendency to die of

the hepatic disease is greatly lessened, since 46 per cent, die of

their kidneys and 20.5 per cent, of their livers, as against 55.5
per cent, dying of their livers among those with sound kidneys.

1 Barr, Brit. Med. Journ. , Epit., 242, Sept. 25, 1897.
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(7.) The hepatic disease is more often latent when the kid-

neys are granular.

(8.) The proportion of tubercle is slightly greater when the

kidneys are granular.

(9.) Since patients with granular kidneys are older at death

than those without it, we must assume either that—(a) Cirr-

hosis remains stationary, owing to great resistance of patient

or a lull in his drinking habits ; or (/3) The patient develops

cirrhosis of liver at a greater age than the patients in whom
the kidneys are sound.

(10.) No conclusion could be drawn with regard to perihepa-

titis, perisplenitis, or peritonitis.

In the course of a somewhat unprofitable investigation into

some cases of perihepatitis, I came to the conclusion that

granular kidney is much more frequent in the latter disease

than in cirrhosis of the liver. This is in agreement with the

statements of various authors, e.g. Fagge and Hale White.^

APPENDIX.

Cirrhosis of Liver ivith Diabetes. (Two Cases.)

(A.) Male aged fifty-seven. Liver weighed 65 oz. and was
highly cirrhotic. There were stones in the gall-bladder. Capsule

of liver normal. The kidneys were cardiac. The spleen weighed

42 oz., and was veiy large and soft. There were many adhe-

sions of the omentum to the parietal peritoneum. The capsule

of the spleen was thickened. The joints were not examined.

There was no history of drink or syphilis, but there was no
doubt of the former. The condition of the liver was not

diagnosed, and the only points suggesting cirrhosis were hepatic

enlargement felt during life and slight jaundice. The man had
mitral and aortic incompetence, and died of ulcerative endo-

carditis. There was a clear history of diabetes, but no sugar

was passed at any time during the last illness. There was no
pigmentation of the skin.

(B.) Male aged fifty-four. Liver weighed 82 oz., and was very

large and hobnailed. There were stones in the gall-bladder,

and the cystic duct was blocked by inflammatory thickening.

The capsule of the liver was normal. The kidneys were very

large; otherwise normal. The spleen weighed 12 oz. The
peritoneum was full of fluid. The joints were not examined.

^ See Fagge's " Text-Book of Medicine," vol. ii. p. 374, and Hale White on Uni-
versal Perihepatitis, vol. xxi. Clin. Soc. Trans.
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There was no history obtained of drink or syphilis. Slight

jaundice and ascites pointed to cirrhosis, which was diagnosed.

Tubercle at both lung apices. Pancreas normal and no pigmen-
tation of the skin. Stigmata on face. Dilated stomach and
oesophageal varices. Extreme thirst and sugar in urine, which,

however, disappeared four days before death. Death appears

to have been due partly to diabetes and partly to cirrhosis.

Cirrhosis of Liver tvith Portal Thromhosis. (Three Oases.)

(A.) Male aged fifty-five. Liver cirrhosis extreme but size

normal; not weighed. Capsule of liver normal. Kidneys
normal. Spleen small and soft ; capsule thickened. Peri-

toneum full of fluid. Joints not examined.

History.—Denied alcohol and syphilis. Ascites was the only

symptom pointing to cirrhosis, but the patient was a wine porter

with morning sickness, and the diagnosis was not considered

doubtful.

(B.) Male aged forty-nine. Liver shrunken and distorted,

but cirrhosis not extreme. Capsule of the liver, pitted peri-

hepatitis, whether partial or universal not stated. Kidneys
normal. Spleen large and pulpy. Perisplenitis, whether partial

or universal not stated. Peritoneum, chronic peritonitis and

about a pint of fluid present. Joints not examined.

History of much beer and some spirit drinking. Ascites,

haematemesis, and cholsemia pointed to the diagnosis. The
patient was tapped over and over again, and probably the

thrombosis of the portal vein was due to perihepatitis. Death

was probably due to perihepatitis also.

(C.) Male aged sixty-two. Liver 68 oz., hobnailed. Capsule

of liver covered with a thick layer of pearly-pitted lymph.

Kidneys, small calculus in left. Spleen weighed 7 oz. Peri-

splenic adhesions. Peritoneum full of fluid. Joints not examined.

History of much beer and whisky. Jaundice, ascites, and

cholaemia, with enlarged tender liver having hard irregular

edge, pointed to the cirrhotic condition during life. There

was also evidence of gout.

Pkobable Causes of Latency in Cirkhosis.

(i.) The patient may take the advice of his physician, and

cease to drink either permanently or for a considerable period

of time,

(2.) The functions of the liver may be but little inter-

fered with

—

(a) Because there is an extraordinarily large blood-
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supply from the hepatic artery
; (/3) Because there is free exit of

portal blood into the general circulation by venous anastomosis.

If the anastomotic and compensatory circulation is free and
well maintained, the disease continues latent.

(3.) It is conceivable that the liver in some cases might after

a time become tolerant of the irritant, or exhibit so marked a

resistance that other organs, e.ff. the kidneys, would fail utterly

before the liver itself was appreciably affected. In such cases

cirrhosis might be perhaps more aptly described as incipient

than latent.

(4.) The intercurrence of some other disease might suspend

for a time the changes in the liver.

(5.) Also the amount of atrophy which the liver cells may
have undergone is of importance. Death may result, or symp-

toms arise when destruction has passed a certain limit.





ANNALS IN THE LIFE OF A COUNTRY DOCTOR

BETWEEN 1852-1898.

BY

H. S. WEBB, Welwyn, Heets.

Soon after commencing practice, I was sent for to a gun-
shot accident. A lad ten years old was walking behind another

boy who was carrying a gun, which by some means was dis-

charged, the contents lodging in the front part of the right

shoulder-joint of his companion. He was taken to his home, a

small cottage near, and I saw him about an hour after.

The head of the humerus was fractured in all directions, the

soft parts much lacerated, but there had not been a great deal

of hgernorrhage. It was dusk in the evening when he recovered

from collapse, when, with the kind assistance of Dr. Drage of

Hatfield, I amputated the limb at the shoulder-joint. The only

other assistance was a policeman, who fainted during the opera-

tion. Dr. Drage gave chloroform, then compressed the artery

above the clavicle, and with the other hand helped me to liga-

ture the axillary artery. All the light I had was from three

or four common candles. The boy made a good recovery.

In 1855 I was called upon to do ovariotomy on a young-

woman of thirty, with the assistance of my good neighbour,

Dr. Drage, his assistants, Mr. Phillips and Mr. Hulme. She pro-

gressed favourably for ten days, when she died from septi-

cemia, the result of an escape of blood into the peritoneum
from the pedicle, which had been clamped.

In the same year another case of ovarian tumour came under

my care. A young woman, wife of a farmer whom I had
attended in several confinements without noticing anything

unusual in her condition. She asked me to see her in con-

sequence of enlargement of the abdomen, which she could not

account for. I found it was an ovarian cyst ; so, with the con-

currence of Mr. Spencer Wells, I operated, with the assistance
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of my friends who had so ably helped me before. It proved to

be a large single cyst with extensive adhesions, which I had
great difficulty in separating. In consequence of hsemorrhage

from the omentum, I tied and removed a considerable portion

of it. I used the clamp for the pedicle. She made a complete

and speedy recovery, and is still alive and well. The following

year I had yet a third case with rather an unusual history, A
big woman, very fat, fifty-five years of age, was aware of the

presence of a large tumour in the abdomen, which had existed

for more than twenty years. She was married, and first noticed

the swelling after the birth of an only child. It had never
been proposed to her to have it removed. However, she had
become so unwieldy from her enorm.ous size and difficulty of

breathing, that she sought my assistance. I believed it to be

an ovarian tumour. Mr. Spencer Wells saw her with me, but

came to the conclusion that it was a malignant growth and
could not safely be removed. She went on from bad to worse,

life becoming so unbearable from the enormously distended

abdomen, anasarcous extremities, aiid difficulty of breathing,

that she elected to submit to any operation rather than be
allowed to die as she was.

With the same assistants as on the two former occasions, I

opened the abdomen (chloroform being used in all three cases),

and found a very large multiple cyst without much adhesion,

clamped the pedicle, and removed a large mass, which, with

its contents, weighed forty-seven pounds. She made a satis-

factory recovery, and lived twenty years after, suffering only

the inconvenience of a small hernia where the pedicle had been
clamped.

One case of atresia vaginae I have had to deal with. A girl

of fifteen, never having menstruated, but for more than a year

had suffered from excessive pain in the region of the uterus

every month, lasting several days. On examination, I found a

roundish tumour about the size of a cricket-ball in the right

pelvic region. The urethra and bladder seemed perfect, but

there was no trace of vagina. Per rectum was to be felt the

round ball-like swelling.

I determined, with the assistance of Dr. Drage of Hatfield, to

explore under chloroform. I dissected up a considerable dis-

tance (li inch) between the anus and urethra (a sound being

in the bladder), and then for several days after dilated and kept

the wound open with bougies. Having established a right of

way, I continued my dissection almost to the os uteri, when I

desisted, and again had recourse to bougies.

During the operations the bearing-down pains were so vio-
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lent that it seemed as if the uterus would be expelled per

anum. I introduced into the rectum a large india-rubber ball

and then inflated it, hoping to prevent the distended uterus

descending, but the ball was forcibly expelled by the straining.

I could now feel the os uteri through a tolerably sound

vagina, with apparently only a thin membrane between it and

my finger ; this I perforated with my finger-nail, when a slight

discharge of treacle-like-looking fluid escaped^ and continued

to do so for several days, to the extent, it was estimated, of more
than a pint, with little or no pain, but giving great relief. She

had a considerable amount of pelvic cellulitis for a week or

two, but she quite recovered, and menstruated regularly after-

wards. A few years afterwards she asked my consent to her

marriage. I examined the vagina, and found that the finger

passed about two inches, and then came to a septum or cicatrix,

through which I could only pass the first joint of my forefinger.

However, she has been happily married several years, but has

had no children.

A year or two ago I was attending a healthy-looking girl of

twenty-three, a dressmaker, for amenorrhoea. She said she

had never menstruated. I treated her with medicine for some
time with no benefit, so I suggested to her mother that I should

make a more careful examination of her daughter in bed.

I found her normally developed in every respect, save that

there was no trace of vagina. The urethra and bladder were

perfect. Per anum I could feel neither uterus nor ovaries, and

a sound pas.sed into the bladder came in contact with the finger

in the rectum. I explained to the girl that she should not

marry. Her mother told me she was very attractive to men,
and that several offers of marriage had been made to her.

I have seen some eight cases of the extremely painful mucous
polypus of the female urethra, which I have always excised,

and when there has been a disposition to return, have applied

the solid chloride of zinc with success.

I have removed breasts in a great many instances for malig-

nant disease, but in no case without return of it after a longer

or shorter period, notwithstanding that I always took away
the whole gland, enlarged absorbent glands and any suspicious

surroundings, often repeating the operation for recurrent disease

in or near the old cicatrix three or four times. I believe it

has generally j^rolonged life and made death less painful.

One patient, a farmer's daughter, aged forty, had a hard lump
in the breast, with retracted nipple, which had existed two
years. Sir James Paget saw it. He pronounced it scirrhus,

but the pain was not great and the growth very slow, and he
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advised that it should be soothed in every possible manner, but

not excised, as it was of a nature that increased very slowly;

and such proved to be the case, for I attended her for it for

nineteen years, when it had increased to a large ulcerating

mass, from which she died. Notwithstanding all her long years

of suffering and discomfort, she told me she would go through
it all again, if she could, rather than die.

A young farmer drove here one evening saying that he was
unable to pass urine. He told me that ten days previously he
had retention of urine when at market ; that he went to a doctor,

who drew it off for him, and sent him into the Infirmary, where
they kept him a week, and he had then inability to pass his

water occasionally, but the surgeon said he could find no cause

for it. On examining him, I found a calculus lodged in the

urethra, just beyond the glans penis. With a scalpel I enlarged

the meatus, and with forceps extracted a stone like a large

date-stone, very rough and irregular on its surface. He drove

home after, and had no further trouble.

On three occasions only have I been called upon to operate for

strangulated hernia. Two were femoral in aged females, and
the third inguinal in a middle-aged man, in which last case the

difficulty I had to contend with was the fact that I could obtain

but one assistant, the chloroformist. All the patients did well.

Dislocations of bones have been of frequent occurrence,

and have come under my care on an average about once in

three years. A dislocation of the foot backwards in a young
labouring man, which had existed for several days, I saw in

consultation with a neighbouring surgeon. We could not re-

duce it by extension and manipulation under chloroform, so I

divided the tendo-achillis and restored the foot to its natural

position with very little difficulty. He recovered without any
after trouble.

More than a dozen cases of dislocation of the head of the

humerus into the axilla I have had to treat, and in no instance

have I failed to replace the bone in its socket in the space of

a few minutes by means of simple extension with the heel of

my foot in the axilla, and without an anesthetic. Many other

plans have been suggested to me, but the above described

simple plan has never disappointed me, and I have felt no
inclination to vary my treatment.

I saw in consultation one of these dislocations in a fat woman
of sixty years, which had existed for ten weeks. Chloroform

was given, and I tried carefully to restore the joint, but, as I

expected, failed. She went to Hutton, the bone-setter (noto-

rious in many ways), who gave her much pain, charged her
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three guineas, and told her she was cured. I saw her some
short time after ; the head of the humerus was still in the axilla.

Another instance of long-standing dislocation unreduced I

have seen. I did not attempt the operation. He went to a

London hospital, and in using extension and manipulation the

axillary artery gave way and had to be tied, but the patient

did not recover.

A lad I saw who had sprained his knee ; as rubbing with

liniments did no good, he went to Hutton in town, who said

the knee was out of joint. He professed to replace the bones,

and sent the boy home. When I was sent for, the popliteal

artery was ruptured. He went into a country hospital, had
his leg removed, and died.

Yet another patient of Hutton's came to me with displacement

of the lower angle of the scapula over the upper portion of the

latissimus dorsi muscle. He had taken his fee, but not remedied
the mischief, which, when I saw it, had existed some months.

I was quite unable to replace the bone beneath the muscle.

Thrice only have I had to reduce simple dislocations of the

jaw forward. The subjects were all women, and I met with no
great difficulty in either case. The thumbs, well guarded with
a towel, pressed as far back as possible on the lower molars,

sent the bones into their sockets with a jump.
Inflamed bursae over or near the patella are very frequent,

and the treatment I have found effectual in producing absorp-

tion of the fluid is that recommended by the late Mr. Robert
Thompson of Westerham A plaster of ammoniacum c. hyd.

spread on leather, worn as long as it will adhere over the

swelling, has almost invariably in my hands cured the malady.
It is equally efficacious where the bursa over the olecranon is

inflamed.

- In my hospital days I have on several occasions seen heroic

treatment used in these cases with very serious results. Mr.
Skey recommended strongly the passing of a seton of several

strands of silk through the bursa, which was allowed to remain
a few days till it caused considerable discomfort. It was then
removed, and if it did not cause suppuration, the fluid became
absorbed. I have often tried the plan, but much prefer the

plaster treatment. I have also seen the bursa dissected out,

and once with fatal result.

Once I have met with a case of inflamed bursa over the

tuberosity of ischium, which I attributed to riding on a hard
saddle, but now think it was caused by damp, as I have been
told by a friend who has lived much in the colonies it occurs

from sitting on the damp ground.
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Once also have I seen a patient with the bursa under each

scapula similarly enlarged.

Once I had a patient, a young woman, with a solid enlarge-

ment of the patella bursa, which was painful, and prevented

her kneeling. I cut down upon it, and dissected out a fibrous

tumour the size of an ordinary dried fig, growing from a small

pedicle. There was not much bleeding, and I tied no vessel

;

but several hours after I was sent for in consequence of

hemorrhage; so I opened the wound, cleared out a clot, and

found an artery bleeding from the stump of the pedicle I had
divided. I put a ligature on it, and had no further trouble.

Hydrocele comes before us every three or four years. I have

invariably tapped them with a trochar and canula and injected

iodine, and on no occasion has any secondary treatment been

required, although in several instances they had been operated

upon before I saw them. A case of hydrocele of the cord in

a boy of six years old was cured by simply tapping.

Thrice have I been sent for to see women suffering from

severe haemorrhage from wounds in the vagina. The first was
a lady at a garden-party. The stool she was sitting on collapsed

under her, and one of the wires of her parasol entered the

vagina. She bled profusely ; and as pressure did not avail, I

passed a curved needle deeply through the mucous membrane
and tied the edges together with a suture, with no further

trouble than the weakness caused by loss of blood.

My next patient was a woman who was sitting on the

chamber vessel when it broke. There was the same hsemorrhage

from the vagina, which I arrested in the same manner.

The third was a young lady who, in getting over a stile, fell

and actually tore the vagina. The bleeding was not severe and

pressure stopped it.

Tracheotomy I have performed once in laryngitis, which

gave immediate relief, but the patient died a fortnight after

from bronchitis.

I have found the plan of removing tuberculous glands of

the neck very successful in preventing discharge from wounds
which in many instances had lasted for years, and also in

getting rid of unsightly scars.

Nasal Polypus has given me a great deal of trouble ; some I

have been able to eradicate either by the fauces or through the

nostrils, and a few I have failed to get rid of by all the means
I could devise.

As regards foreign bodies in the nostrils, frequently intro-

duced there by children, such as horse-beans, peas, glass beads,

and slate-pencil, I have always found the ordinary tenaculum
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from my pocket-case most effectual in removing them, even
after other means have been tried without success.

In a large abscess of the antrum, causing great swelling and
deformity, the result probably of a diseased tooth, I extracted
the tooth ; but as no matter followed, I bored a hole through
the socket with a bradawl, letting out a quantity of pus,

shortly effecting a complete cure. Once also I tried the same
proceeding with success in a case of dropsy of the antrum,
A miller called on me one afternoon in great distress. He

said that he was driving in his gig when some large insect flew

directly into his ear, causing him agony both of mind and body,

as the animal appeared to be scraping against the membrana
tympani. With a syringe I soon removed it, and it proved to

be a large moth, which had quite filled up the cavity of the
ear, but was not visible from without.

A medical friend of mine had somewhat the same experience
as the miller. Whilst out driving something flew into his ear,

causing him intense discomfort for a considerable time, as he
had to go several miles before he could obtain surgical aid.

The offender was a large beetle.

Twice I have had to treat broken lower jaws, the result of

efforts of unskilled hands to extract teeth.

I have a word to say about the old-fashioned operation of

bleeding. During my early pupillage I opened a vein in the
arm, or saw it done, almost daily, in most cases because the
labouring people believed in it and wished to have it done,
spring and fall of the year. Apparently it had no ill effect,

they going to work as usual the next day, generally Monday.
But I believe there are certain diseases in which if bleeding
were practised there would be a good result.

For instance, in acute pleurisy and pleuro-pneumonia, and also

in engorgement of the right ventricle of the heart from feeble-

ness, causing congestion of the lungs, I have seen several in-

stances of these diseases which were arrested by the abstraction

of 12 or 16 oz. of blood, the patients entirely recovering; and
others, when that operation was omitted, with a fatal termina-
tion, which in my own mind I felt convinced would have had a
fair chance of recovery had it been practised.

Some ten years ago, when in my usual health, in jumping up
a bank, one of my plantaris tendons gave way with a snap, sharp
and painful at the moment. I believed I had been struck with
a sharp flint, for so it felt to me ; but I was soon aware of the
cause of my discomfort. There was much ecchymosis. I did
not lie up, but walked with a stiff leg and everted foot. I was
fairly sound again in about a fortnight.
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Strange to say, about two months after, a similar accident

happened to the other leg, simply from running a few steps to

catch a child's ball. The curious part of it is, that a medical

friend of mine in town had the same experience in both of his

legs, with an interval of several days. I feel fully sure that

the brittleness of these tendons is of gouty origin. I have met
with no other cases.

Of simple fracture of the long bones I have had my share

;

of compound fractures none that were not almost immediately

fatal from other injuries at the time of the accident. One
gentleman I attended for accidents by being thrown from his

horse whilst hunting three successive years, each time the tibia

and fibula being broken above the ankle. When last I was
sent for, his wife asked me to see her husband, as he had broken
his third leg. He recovered perfectly.

Many years ago I saw a young woman of nineteen with fragi-

litas ossium. I might say that she had scarcely a long bone that

had not been broken, and some in several places, generally whilst

moving in bed, as she was bedridden. Some of the fractures

were fairly united, some badly, and others not at all. She was
well nourished apparently, but gradually sank and died.

Whatever success I may have had in the treatment of frac-

tures of bones, I have attributed in a great measure to my regu-

lar practice of putting up the injured limb fresh daily, after

washing, powdering, and making it as comfortable as possible.

A young woman who had lost the sight of an eye from glau-

coma applied to me for relief from pain. The globe was much
enlarged, and as the other eye was beginning to suffer, I re-

moved the diseased organ without much difficulty, and shortly

afterwards fitted her with an artificial eye, which she has worn
with comfort.

I have found Bowman's operation of great service in the

treatment of diseases of the lachrymal apparatus. I have

done it more than a dozen times when there has been ob-

struction in the punctum or nasal duct, namely, that of laying

open the canaliculus, and taking care that it does not close

again.

Once I have found a detached eyelash in one of the canals,

and once I removed a small calculus of the caruncle the size of

a small shot.

Seven times I have operated for hare-lip, and have never

had to repent removing too much of the edges of the cleft,

although 1 have excised freely.

I have never had occasion to tie an artery in consequence of

aneurism or for an accidental wound.
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Troublesome phymosis I frequently relieve by circumcision,

and of late years most parents ask me to do it for their new-
born boys. For an ansesthetic I rarely use anything but the

asther spray.

Chorea in practice almost never has come under my observa-

tion, although in some counties it is, I believe, rather prevalent.

The presence of intestinal worms both in children and
adults is of course of frequent occurrence. For taenia solium,

I rely entirely on the fresh liquid extract of male fern ; and
although I have treated a great many cases, some where the

parasite has existed for years, various remedies having been
tried—the male fern even without success—I have never failed

to dislodge permanently the entozoa, and I think we can rely

equally upon santonine for the removal of lumbricus teres.





POINTS OF INTEREST IN CONNECTION WITH

VARIOUS FORMS OF ABSCESS.

BY

HOWARD MARSH,

All the general facts appertaining to the subject of abscess

are so well known, that it would be useless to repeat them.

But when we get a little off the beaten track rare instances

are met with, difficulties in diagnosis are encountered, and
important complications present themselves, which furnish

suitable material for a paper in a volume of Hospital Reports.

The following notes are fragmentary, yet I hope they may be

of sufficient interest to justify their publication.

Diagnosis of Acute Abscess.

There are numerous instances of acute suppuration in which
it is essential that pus should be evacuated immediately, and
while it is still in small quantity. This is the case in such

familiar examples as suppuration in the sheaths of tendons,

by the side of the bowel, under the periosteum, in the neigh-

bourhood of the joints in children, and many others. It is

therefore important that the relative value of the signs which
indicate that pus has formed in a part should be clearly recog-

nised. In the majority of the handbooks of the day, however,

this question is passed over in a very cursory manner ; while

in some, nothing exact enough to be useful can be found, nor
is any distinct line drawn between the symptoms of acute

inflammation and those which indicate that the stage of sup-

puration has been reached.

As I have already discussed this subject in a clinical lecture,^

I will here only briefly allude to it. I believe a student, and
even many practitioners, if asked what is the evidence that

matter has formed in a part, would answer " fluctuation."

^ St, Bartholomew's Hospital Journal,

VOL. XXXIV. Q
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Yet in a large proportion of acute cases fluctuation cannot be

obtained, while in others, to wait for its development is to leave

matter for several days in tissues from which it ought at once
to have been removed. Fluctuation cannot be obtained unless

the following conditions are present:—(i) A sufficient quantity

of pus
; (2) its superficial position

; (3) a firm background
; (4)

a pliant frontage ; and (5) absence of great tenderness. But
often one or more of these conditions may be wanting in cases

of acute suppuration. A thecal abscess is so small, covered
with such firm structures, and so tender ; an abscess in the
axilla, the ischio-rectal fossa, or the abdominal wall is so

deficient in a Hrm background ; an abscess around the kidney
or in the middle of the breast is so deeply placed and often so

painful ; and an abscess behind the ribs is so protected, that

fluctuation cannot be obtained. In such cases, however, there

are other evidences by which the presence of pus can be
detected as soon as it has formed, and while it is still in such

small amount that it has produced no severe injury of the

structures concerned. These are : (i) Elasticity. The centre

of an inflamed area, provided it is superficial enough to be
closely examined, may be so elastic under the light pressure

of a finger as to indicate that pus has formed, though the

amount is too small for fluctuation. (2) The surface of the

inflamed area may pit on pressure. (3) On careful search, by
passing the finger a little firmly over the surface, a spot, which
is at first merely tender, but a little later distinctly soft or

boggy, is detected. It is due to the fact that matter, originally

formed at a deeper level, is now, as the intervening tissues

undergo inflammatory softening, approaching the surface. First,

this spot is merely tender, because pressure on the surface of

the swelling produces painful tension of the abscess wall. A
little later it becomes soft as well as tender when erosion in-

volves all the tissues up to the level of the skin. Ultimately

the skin itself softens, and yields and projects, so that the

abscess "points."

Abscess in Connection with the Hihs.

Suppuration about a rib is generally due to periostitis,

which in a large majority of instances is either tuberculous, or

a sequel of typhoid fever. In the latter group of cases the

affection has its parallel in periostitis of the tibia, humerus,
ulna, and other bones. But whether a costal abscess is tuber-

culous or typhoid in its origin, there are several points in con-

nection with it which deserve attention, (i.) The periosteum
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in young subjects (in whom these abscesses are most likely to

occur) is easily detached, so that unless pus is evacuated while

it is still in small quantity, an inch or more of a rib may be
involved, with the result that it may become the seat of rarefy-

ing osteitis, extending deeply into its substance and rendering

it liable to spontaneous fracture. (2.) If the mischief is seated

in the neighbourhood of the junction of a rib with its carti-

lage, sepai-ation between them may occur. I have seen this

separation take place between three adjacent ribs and their

cartilages. In a tuberculous case repair is quite improbable,

and the two free ends, whenever the patient coughs, and even
when the pectoral muscle acts, slip over each other, and cause,

though not severe pain, yet a sensation the frequent repetition

of which is very distressing to the patient. In a lady aged
fifty-five, who was dying of tuberculous hip-disease and phthisis,

spontaneous fracture of the second rib, or possibly separation

between this rib and its cartilage, took place during a not very

severe fit of coughing. No repair followed, and in the three

months which elapsed before her death the patient was much
disturbed by the rubbing of the free ends together, whenever
she coughed or moved her arm at all freely. (3.) The mischief

may be limited to the anterior aspect of the rib, but this, I

believe, is rare. Much more commonly the posterior part of

the rib is involved, so that when suppuration occurs pus collects

not only in front, but also at the back of the rib, so as to con-

stitute what may be termed a post-costal abscess. (4.) Prog-
nosis in these cases depends very largely on the treatment that

is adopted. If treatment is appropriate, recovery, though it may
be tedious, will take place in a large proportion of instances

:

while on the other hand it would be difficult to mention an
affection which, when treatment is defective, gives rise to more
trouble and disappointment. Indeed, conditions may readily

be established, the repair of which, whatever measures are

adopted, cannot be secured.

Treatment.—In the first place, any flaw in the aseptic method
is equivalent to failure, and no step which can conduce to its

maintenance must be neglected. It is necessary to bear in

mind the probability that both aspects of the rib—the anterior

and the posterior—are involved. And the question arises whether
an attempt should be made to complete the necessary treatment
at once, or whether it should be carried out in two stages. If

the former method is decided upon, after the abscess which
presents anteriorly has been opened, search must be made for

an opening through the intercostal space adjacent to the affected

rib. This opening, which is often very small, must be cautiously
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enlarged, and the position and limits of the cavity behind the rib

must be fully ascertained. This cavity must then be scraped,

and thoroughly cleared of granulation tissue, and sponged
out either with carbolic lotion or perchloride solution. A
small gauze drain should then be introduced, and the wound
dressed aseptically. Should the superficial part of the abscess

be large, so that it contains say two or three drachms of pus, it

may be better to adopt the operation by two stages. On the

first occasion the superficial abscess must be freely laid open,

and its cavity thoroughly cleared, drainage being used if neces-

sary. Thus treated, a superficial abscess will soon be reduced

to the dimensions of a sinus, from which a small amount of

discharge will persist. When this stage has been reached, the

sinus, along which a grooved director has been passed, is laid

open, and the point where it passes through the intercostal

space is ascertained. This opening is then cautiously enlarged,

and the post-costal abscess is cleared out. This cavity is then
drained as before, and the wound dressed. I have met, in the

last four years, with five instances of this form of abscess, and
I have usually operated in two stages. For if the operation is

completed in one stage, there must, I have thought, be a danger
that pus from the superficial part of the abscess may inoculate

the freshly divided tissues and deeper part of the wound, and
interfere with the immediate healing of these tissues which it

is so important to secure. If the intercostal space is very

narrow, as it is anteriorly, it may be necessary, in order to

obtain room, to cut away a portion of one of the ribs. At
present, however, I have never found it necessary to do this.

" Shirt-Stud " Abscess of the Abdominal Wall.

Mrs. S., aged thirty-six, who had had five children, and who
was now stout and fat, was admitted with a prominent, distinctly

defined swelling, about four inches in diameter, on the front

of the abdomen, which at first sight very much resembled an
ordinary umbilical hernia. On examination, however, it was
noticed that the swelling was below the umbilicus, which was
clear of it by an inch and a half, and of natural appearance.

The swelling was dull on percussion and uniform in consistence
;

nothing resembling indurated masses of omentum could be

felt in it, nor could any part of it be returned by taxis. There

was some tenderness together with redness of the skin over the

front of the swelling at its lower part. The patient had noticed

the swelling for three weeks, and it had, she said, been steadily

increasing in size. Three days later the skin where it had been
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red was cedematous, and the patient's temperature was 101°.

On cutting down upon it, I found that the swelling was due

to an abscess unconnected with any hernial protrusion. The
abscess cavity was cleared in the usual manner, and a drainage

tube was kept in for five days, when healing seemed nearly

complete. A sinus, however, persisted, discharging a little

thin serum. This condition of things continued for a fortnight,

when a swelling as large as the original one quickly formed,

attended with much pain, redness of the skin, and a rise of

temperature to 101°. This fresh collection of pus was evacu-

ated, and the cavity was freely laid open; and all its lining

of granulation tissue was removed. On now making a close

search, I found a pin-hole opening leading through the linea

alba, two inches below the umbilicus. When this was enlarged, the

finger could be passed into a cavity situated in the sub-peri-

toneal tissue behind the recti, and holding about three ounces

of pus. While I was exploring this cavity the softened wall

gave way, and the peritoneal sac was opened. The hole was
at once protected and closed by sutures. The abscess was now
sponged out, irrigated, and subsequently drained for four or five

days. Sound healing followed and the patient has had no further

trouble. In this case there was a history of peri-uterine in-

flammation, following parturition some years before, and the

explanation of the abscess no doubt was that chronic peritonitis

had at length resulted in suppuration, and the formation of an

abscess in the sub-peritoneal tissue behind the anterior abdominal

wall. Pus had then found its way through an opening in the

linea alba, and had collected in the subcutaneous tissue.

A common feature in the cases I have described is that

suppuration takes place behind some firm fascial or muscular

stratum, through which pus works its way by a pin-hole

orifice, and then collects on a superficial plane, so that the

two parts of the abscess are separated from each other by an

hour-glass or shirt-stud constriction, as has been pointed out

by Mr. Stephen Paget. This anatomical peculiarity may be

easily overlooked, and the probability that it exists should

be kept in mind whenever a collection of matter has a sheet

of strong fascia or a muscular plane for its background, or

where, though matter is now superficial, anatomical considera-

tions render it not unlikely that suppuration has had a deeper

source. The cases I have related are clear instances, but others

less obvious—though not less likely to lead to an oversight

—

can be mentioned. Thus a subcutaneous abscess in the neck

may be the superficial part of a collection of pus derived from

suppuration in a gland lying at some distance beneath the deep
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cervical fascia. Or pus found on the front of the mammaiy
gland may have formed behind or in the mid-substance of the

gland, and have travelled towards the surface by a narrow

passage through the gland, so that the abscess is of the
" shirt-stud " variety. Oversights, in such cases, can only be

avoided when the parts are thoroughly examined.

In dealing with this kind of abscess, the treatment, as I

have mentioned above, may be conducted either in a single

or in two stages.

The operation in two stages should be adopted where the

deeper part of the abscess is in contact with important

structures. Had the abscess in Mrs. S.'s case (p. 244) been

followed through the abdominal wall at first, it is probable

that, in the clearing away of granulation tissue, the peritoneum

might have broken through, and pus might readily have escaped,

perhaps unnoticed, in considerable quantity into the abdominal

cavity. As it was, though the peritoneum gave way, the acci-

dent was detected and no harm followed.

In a case in the Hospital two years ago, a man aged twenty-

seven had an abscess containing about an ounce of pus over

the seventh and eighth ribs, in a line with the nipple. Its deep

part had burrowed behind the ribs, so that there Avas a cavity

about two inches in its horizontal extent. To clear this out

was a somewhat difficult proceeding, and one which would

have been by no means facilitated had the structures con-

cerned been bathed in pus.

Sub-Pcdoral and Suh-Gluteal Abscess.

There are two situations in which, as the result of the

anatomical arrangement of the structures concerned, an

abscess allowed to become septic may lead to very grave,

and even fatal consequences. These are the cellular planes

beneath the pectoralis major and the gluteus maximus. The
danger arises from the fact that the loose bed of connective

tissue in which suppuration originally occurred extends widely

in a horizontal direction beneath firm structures through

which pus cannot make its way towards the surface. In the

instance of the axilla covered in by the pectoral muscle, pus

may make its way forwards beneath the pectoralis to the

middle of the sternum, backwards beneath the scapular

muscles, and downwards in the arm along the vessels and

brachial plexus. It may even, as it burrows in the cellular

tissue along the lines of least resistance, make its way
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into the shoulder-joint. Three years ago a middle-aged

man was admitted into Abernethy Ward who had had
suppuration in his axilla around tuberculous glands. The
abscess had been opened two months before by a simple

incision, and a poultice had been applied. The patient now
had an evening temperatui-e of 101°, and two sinuses were dis-

charging freely, one on the thoracic side of the axilla, the

other at the upper and inner part of the arm. On examining
the upper sinus, it was found to run forwards in different

directions, so that the pectoral muscle was completely under-

mined. The lower ran down the arm along the vessels and
brachial plexus half way to the elbow. A large counter-

opening was made through the middle of the pectoralis major,

and the whole of the granulation tissue was scraped away
and a drainage tube inserted. The lower sinus was laid open,

scraped, and drained. The temperature now went down to

normal, and the patient's condition improved. But in a few
days suppuration again became active. The sinuses were
now freely syringed with carbolic lotion (i in 60), and then
daily with boracic acid lotion. In spite of all that could be
done, however, suppuration continued, and a fortnight later

it was found that the shoulder-joint had become involved,

and was now freely suppurating. Three weeks later I removed
the arm at the shouldei'-joint. It could now be seen that the

whole area of the axilla, and the space between the neigh-

bouring muscles for a considerable distance, was one large

suppurating cavity. The walls of this cavity and of its re-

cesses were scraped, and as far as possible disinfected, and
the shoulder-joint was freely treated in a similar way. The
patient improved for a time, but he was now pale and weak,
and his powers of repair seemed to be exhausted. Albumin
was found in the urine, no doubt from lardaceous disease, and
he died two months later,

Sub-ghtteal Abscess.

In past years I have met with four cases of death from
exhaustion resulting from suppuration beneath the gluteus

maximus, followed, when the abscess was opened, by septic

infection. Two of these may be briefly related. A man
aged thirty-eight had an abscess beneath the gluteus maximus,
apparently tuberculous in origin. This was opened at the

lower border of the muscle. The operation was followed by
general illness and a temperature of 102°, together with a

large daily discharge of pus. On his admission a few days
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later, the cause of suppuration was not apparent, for the hip-

joint was quite normal, as were also, so far as could be ascer-

tained, the sacro-iliac joint and the spine. It seemed most
probable that suppuration was due to a primary deposit of

tubercle in the soft structures. This view was confirmed by
another part of the case, which I think is sufficiently interesting

to claim a passing notice. A few weeks later the inner half of

the right clavicle became the seat of a fusiform swelling, the

shape and steady increase of which raised the suspicion that it

must be a new growth. This suspicion was increased when the

clavicle suddenly broke while the patient was in the act of

raising himself on his elbow in bed. Believing that the bone
was involved in a sarcomatous growth, I cut down upon it for

the purpose of removing its inner two-thirds. I then, however,

found that it was the seat of osteitis, which had so softened it

that it had snapped across. Spontaneous fracture of the shaft

of one of the long bones, as the result of tuberculous disease, is

met with from time to time, but it is certainly rare. I have
myself seen it only on four occasions. Once in the tibia,

once in the ulna—both in children ; in another case, as men-
tioned at page 243, the second rib, in a case of phthisis, broke
during a fit of coughing. The present is the fourth case. So
much stress is usually, and justly, laid on spontaneous fracture

of a long bone as evidence of new growth that these instances

may be mentioned as a reminder that, occasionally at all events,

tuberculous osteitis may produce the same result.

But to return to the case of sub-gluteal abscess. After it

had been scraped, and, as far as possible, rendered aseptic, the

abscess in the course of a month almost healed ; but then there

was a renewal of suppuration, and an evening temperature of

101°. This state of things continued, and he lost ground,

quickly wasted, and finally died of exhaustion three months
afterwards. It will be enough to briefly record one further

case. A man, aged twenty-six, was admitted some ten years

ago with a large abscess under the gluteus maximus, extend-

ing downwards beneath the fascia lata on the outer side of the

thigh, and dae to disease of the sacro-iliac joint. About a pint

of pus was evacuated by an incision through the gluteus towards

its lower part. The cavity was found to extend upwards nearly

to the iliac crest. A drainage tube was passed in this direc-

tion, and a counter-incision was made through the fascia lata in

the upper third of the thigh. Great difficulty, however, was
found in draining this large cavity through a healthy and so

thick a muscle as the gluteus. Pus collected at different parts,

and further openings were necessary. The patient ultimately
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died. Fj'om my experience of these examples, I should be

inclined in any future case to lay the subgluteal space freely

open by an incision in the direction of the muscular fibres, clear

the cavity, and then to pack it with aseptic gauze, and allow it

to fill up by granulation. Great care would be essential to

avoid sepsis, especially during the action of the bowels. An
extra covering of blue wool should on each such occasion be

applied over the dressings already in use ; some strong disin-

fectant should be placed in the bed-pan. Afterwards the

dressings should be removed, and the whole wound should be

syringed out with weak carbolic lotion or weak perchloride

lotion, and be re-dressed. The patient may with advantage

spend much of his time in the prone position. Different

abscesses are amenable to different forms of treatment. In the

kind of abscess I have described, one, that is, which occupies

an extensive plane of areolar tissue, and is covered by a

healthy muscle, mere incision and scraping, and either imme-
diate closure or drainage, followed by aseptic dressing, may
not suffice. The cavity must be exposed and left to heal by
granulation under strict aseptic safeguards.

Fost-Mammary Abscess.

An abscess, the cavity of which, after it has been freely

opened, may close very slowly, is that which is termed post-

mammary, and which is situated between the back of the

breast and the thoracic wall and the pectoralis major. Here,

as in the subpectoral and subgluteal forms, suppuration occurs

in a plane of areolar tissue overlaid by a firm structure, which
shuts it down, and beneath which it can burrow widely in a

horizontal direction. In former times, when septic infection

almost invariably occurred, an abscess behind the breast was
followed by wide burrowing over the thoracic wall and the

development of pockets and sinuses which remained for many
weeks, or even months, showing no tendency to heal. I re-

member two cases in which, in order to get at and expose

the various ramifications which had been formed— all other

means having failed—the breast was amputated. In another

case healing was delayed for nine months. When a post-

mammary abscess is originally opened, needless to say under strict

asepsis, an incision should be made two and a half inches in

length along the inferior crescent of the gland. The gland

should then be raised so that all parts of the abscess cavity

can be examined, and any pockets detected, freely opened,

cleared, and irrigated, and then lightly filled with iodoform
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gauze, which has been soaked for twenty-four hours in a solu-

tion of one in forty carbolic acid in sterilised water. The main
cavity should be lightly packed in a similar manner. Thus
managed, these abscesses heal without delay. The arm in the

meantime should be bandaged across the chest, so as to keep
the pectoral muscle at rest.

Chronic Suhpcriosteal Abscess.

If they are not opened early, abscesses under the periosteum
may be attended with grave consequences. One is, that pus
retained beneath the periosteum, which has become thickened

by inflammation, may burrow along a narrow track for some
distance, and at length make its way into one of the joints.

This very serious result took place in the following case :—

A

boy aged fourteen was admitted into the Hospital three years

ago with a small abscess on the external aspect of the thigh,

about five inches below the great trochanter. When opened, it

was found to be under the periosteum of the femur, the outer

surface of which could be felt to be bare and rough over an
area an inch long and half an inch wide. The cavity was
cleared of granulation tissue, the wound healed within a fort-

night, and the boy was discharged. Three weeks later he was
brought to the Hospital again, evidently suffering severe pain

in the corresponding hip-joint (which had previously been per-

fectly sound), and with a temperature of 103° and marked
general illness. The limb was flexed on the pelvis, and any
movement of the joint was very painful. Investigation showed
that the original abscess had refilled, and that burrowing had
taken place into the hip-joint, which, when opened by an
anterior incision, passing between the tensor fascias femoris and
the sartorius, was found distended with pus. The patient said

that he had, though with some pain in the seat of the original

abscess, been walking freely on the limb until two days before,

when he was quite suddenly attacked with great pain in the

joint and inability to stand. A few days after his re-admis-

sion, in the hope of diminishing suppuration, and in order to

secure better drainage and an opportunity of irrigating the

joint, I removed the head of the femur. The boy, however,

continued to lose ground, and died of exhaustion within two
months. His parents declined to allow amputation of the

limb. The passage under the periosteum, by which pus had
burrowed into the joint, was not larger than an ordinary cedar

pencil, but it was no less than five inches in length.
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Diagnosis hehceen an Abscess and a Neiv Growth.

The diagnosis of abscess, whether acute or chronic, which
is usually quite easy, may be very difficult. Every one is

familiar with the fact that a chronic abscess and a fatty

tumour may present a very deceptive resemblance to each
other, especially when a chronic abscess is overlaid by a
considerable thickness of subcutaneous fat. The liability to

error, however, in its most serious form, arises chiefly out of

the similarity which not rarely exists between inflammatory
swellings and new growths. For a discussion of this subject

I would refer to former papers in St. Bartholomew's Hospital

Eeports, vol. xxiii. p. 148, and vol. xxviii. p. 7. But I may
here relate the following remarkable case, in which the con-

ditions present were so deceptive that a correct diagnosis was
arrived at only after a deep exploratory operation had been
undertaken, and a very careful and persistent search carried out.

Ossification of Disjolaced Periosteum.

A boy, aged sixteen, a patient of Dr. Uhthoff of Brighton,

had a swelling in his right iliac fossa, which had been gradu-
ally developed in the course of about three months. This
swelling, which was at first deeply placed, now filled up the

whole fossa, and projected forwards, so that its wide and low-
crowned summit was nearly on a level with the anterior iliac

spine. It was everywhere hard and unyielding, and presented

the general appearance of a large periosteal sarcoma. On two
occasions, before I saw the case, when an exploring needle

had been introduced, its point had been arrested by coming in

contact with what appeared to be either bone or a hard osteo-

sarcoma. As it was important to set any possible doubt as to

the nature of the swelling at rest, it was explored through a

free incision. On dividing the iliacus, by which it was covered,

I found this muscle perfectly healthy. The swelling itself,

when exposed, was of bony hardness, and at first no evidences

of inflammation were to be seen, and the fear that the case

was one of sarcoma seemed almost converted into a certainty.

On extending the incision in an upward direction, however,
in order to completely expose the whole anterior aspect of the
swelling, as a preliminary to cutting into its interior, I noticed

that, close to the iliac crest, about two inches behind the anterior
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spine, the iliac muscle was matted and adherent, and of a

tawny colour, while a further search disclosed some granula-

tion tissue. Through this a curved director passed into what
seemed a large cavity, from which about three ounces of pus
escaped. Through this opening, when it had been enlarged,

the finger passed into the hollow of the ilium, the ventral

aspect of which could be distinctly felt, and by turning the

tip of the finger forwards, that is, towards the anterior ab-

dominal wall, a plate of bone was encountered which made
a complete dome to about the external half of the fossa, and it

was this arched roof which formed the front aspect of the

abscess. The explanation of this condition seemed clearly to

be that in the first place a collection of matter had formed
in the iliac fossa between the bone and the periosteum, con-

stituting a subperiosteal abscess, so that the membrane had
been separated and raised into a kind of tentorium, and that

while it was maintained in this position by pus collected be-

neath it, it had, by virtue of its osteogenetic function, under-

gone ossification. It is a noteworthy fact that the formation

of this abscess had been unattended with pain, or with tender-

ness on even firm pressure. The absence of pain, it is easy to

understand, was due to the fact that the abscess, which was
probably tuberculous, had formed slowly, and had never become
tense ; further, there was no tenderness on pressure because the

parts superficial to the bony shell were quite normal, while the

abscess beneath this shell was so completely protected that

external pressure was not transmitted to it. The cavity was
drained and irrigated daily, and strict asepsis was maintained.

Favourable healing occurred, though a sinus remained for

several weeks ; but this at length closed. The boy is now

—

after the lapse of eighteen months—quite well, and takes

active exercise, including hunting, without any restriction. It

is interesting to remark that the swelling has entirely disap-

peared, so that the iliac fossa has regained its normal depth

and hollow shape. Thus, evidently, the bone deposited in the

displaced periosteum has, like the temporary or provisional

callus around a fracture, been completely absorbed, and tbe

periosteum has regained its normal position.

Ossification of the deep layer of the periosteum, when it has

been raised by the collection of matter beneath it, is an event

the possibility of which it is necessary to bear in mind in cases

of obscure swellings in connection with the bones in childhood.

It is well known that in infantile scurvy, when hemorrhage
has occurred under the periosteum of the femur, for instance,

the swelling often disappears quickly, the effused blood under-
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going rapid absorption. Swelling sometimes, however, is more
persistent. In these instances, as in the case related above,

it seems not unlikely that bone is deposited in the displaced

periosteum. Afterwards it is, like temporary callus, gradually

absorbed.

Specimen No. 39a in the Museum is a remarkable example
of ossification of the periosteum of the femur after it had been
separated, for nearly half the length of the bone, by the forma-
tion of pus beneath it, as the result of acute periostitis, of

about a month's duration, in an infant one year old. The bone
has been sawn across just above the condyles. The periosteum
for some distance is expanded like an open umbrella or an egg-
cup. Thus distended, it has undergone ossification, and through
the bony cavity thus formed the original shaft of the femur
passes like a central stem. The child died of intercurrent

bronchitis. The specimen was presented by Mr. Bowlby.

Carcinoma of the Sigmoid Flexure of the Colon

Imitating Iliac Abscess}

A lady aged fifty-one had a swelling in the left iliac fossa,

whichhad been noticed about three months, and which was gradu-
ally increasing. It occupied the usual position of an iliac abscess,

such as might depend on Pott's disease of the spine, and pre-

sented the same kind of elasticity that is present in an abscess

covered with some thickness of soft parts. The patient com-
plained of very little pain, except when an attempt was made
to extend the limb, which she kept habitually somewhat flexed.

Her evening temperature was 102.3". No spinal disease could

be detected. On examination, this swelling presented all the
usual symptoms of an abscess, while the temperature iu the
morning was usually ioi°, and that in the evening between
102° and 103.5°. Yet a suspicion was entertained that the
swelling might prove to be a new growth, partly on ac-

count of the patient's age, and the absence of any condition

on which an abscess might depend : and partly because, as all

who have had much experience in the diagnosis of abscesses are

well aware, the physical symptoms are sometimes very decep-
tive. It was therefore determined to perform an exploratory

operation. When this was done the swelling was found to be
malignant. The patient died a few weeks later, and on post-

mortem examination the growth proved to be carcinoma, origi-

nating in the large intestine, where it lay on the brim of the

1 I may refer the reader to a paper on this subject in vol. xxiii. of these Reports.
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pelvis. In this case the temperature differed, it will be noticed,

in no way from the temperature observed in cases in which
suppuration is present. Such a temperature, together with the

physical characters of the swelling, rendered the case in the

hiofhest degree deceptive. Another remarkable circumstance

connected with the disease, was that although the growth origi-

nated in the wall or the bowel, it never produced any intestinal

symptoms, the bowels acting regularly throughout, and there

being at no time any griping, vomiting, or distension.

Sinus in the Cheek depending on an Unsmmd Wisdom, Tooth.

A boy a^red sixteen had been subject for five months to the

occasional formation of a small abscess in the cheek, a Kttle

in front ajid below the orifice of the parotid duct. This

abscess, appearing first as a small induration in the substance

of the cheek, and then gradually enlarging and discharging a

drop or two of pus, seemed for a time to have soundly healed.

In the course of three or four weeks, however, the swelling

recurred, a drop or two of pus escaped, and the trouble quieted

down again. This succession of events had taken place several

times. On very careful examination, nothing could be felt

beside the indurated swelling, which was not bigger than a

large pea. The exact origin of the sweUiug appeared uncertain.

It was thought that it might be tuberculous. On the next

occasion of its enlarging, and before the pus had been dis-

charged, I cut into the swelling and searched its floor with a

fine probe. The probe immediately passed horizontally back-

wards for a distance of nearly two inches, until it came into

contact with the wisdom tooth of the upper jaw on that side.

This was found to be carious, and was removed- The sinus

then quickly healed. When it was found that the track led

back to the tooth, the cheek was very carefully searched for

any line of induration, Xone. however, could be detected, and
the cheek between the swelling and the wisdom tooth, on pal-

pation, appeared to be quite healthy. This case afforded a very

clear illustration of the fact that when there is a relapsing

swelling going on to suppuration, some source of irritation

—

generally connected with bone—^is present, though its exact

nature may be very obscure, and that no treatment will succeed

until this irritation has been traced to its source, and its cause

detected and removed.
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Punctured wound extendiiig through the ischio-rectal sipaee into

the "pelvis—Suppuration, and hurrovjing of matter through

the obturator foramen into the adductor region of the thigh

on hoth sides.

A man aged tlairty-two was admitted into the Hospital,

having fallen on the end of a strong stake, which had passed

by the side of the rectum np into the pelvis for several inches.

Severe haemorrhage had occnrred, and was arrested only by
firm plugging of the wound. Suppuration followed, but after

continuing for several weeks, almost ceased. A few days later

the patient complained of pain in the hypogastric region, and an
indurated swelling was discovered through the abdominal wall

on the right side of the bladder. This swelling was followed by
the development of an abscess in the corresponding adductor
region of the thigh. When the abscess was opened, a long
probe introduced into its cavity passed iuto the pelvis through
the obturator foramen. The abscess, after discharging for

about a week, closed and remained soundly healed. A little

later an abscess made its appearance in the adductor region

of the left thigh, in a position exactly similar to that occupied

by the abscess on the right side. This was opened, and when
a probe was passed into its cavity it ran through the obturator

foramen and into the pelvis in exactly the same manner as

had been observed on the right side. This abscess also closed,

and the patient made a good recovery. It seemed clear that,

following the injuiy, suppuration occurred around the bladder,

nnd that pus found its way, first on the right side and then on
the left, along the obturator nerve and artery, and so passed

through the obturator opening into the adductor region of the

thigh.





A CASE OF

FRACTURED BASE OF THE SKULL WITH

REMARKABLE EYE-SYMPTOMS.

H. G. WOOD-HILL
(
Ward-Dresser of the Patient).

WITH A NOTE BY MR. ALFRED WILLETT.

0. D., age 34, asylum attendant, was admitted to Pitcairn

Ward, November 1 8, 1 898, under the care of Mr. Willett.

On October 26, 1 898, the patient mistook the two doors of a

ward, from each of which a staircase led, one going up and the

other down ; he intended to pass through the former, but went
through the latter, with the result that he fell down a flight

of eight stone steps head foremost. He was picked up uncon-
scious and was at once attended by the asylum staff.

There were two lacerated wounds on the left side of the

forehead, neither wound extending down to the bone. Both
eyes were completely closed by blood extravasated into eyelids,

and there had been bleeding from both nostrils. The next
morning he vomited a quantity of disintegrated blood.

He remained more or less unconscious for nearly sixty hours,

and for a few days afterwards talked incoherently and at

random.

On October 28 and 29 there was a slight discharge of a

straw-coloured fluid from the left nostril. There has been
somewhat severe subconjunctival haemorrhage, coming from
behind forwards, in the left eye.

The wounds healed by first intention ; the temperature was
normal throughout.

Soon after the swelling of the eyelids had subsided, per-

mitting an examination of the eyes to be made, he was found
to be totally blind in the left eye, together with loss of ocular
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movement on the same side. Before the accident the patient

thinks his vision was perfect.

Condition of the patient on admission to this Hospital, Nov-
ember 18. He seemed healthy.

Livibs.—Nothing abnormal noted. No paralysis nor paresis:

no rigidity nor muscular wasting. Movements natural; reflexes

normal
;
grip of hands firm and equal.

Abdomen and Chest.—Quite normal. No area of angesthesia.

Head.—There was a crescentic scar over the left temporal

region two inches long, with some tenderness on palpation in

its neighbourhood.

There was slight paresis of muscles of the left side of the

face, also ptosis and paralysis of the levator palpebree on the

same side. The tongue was protruded straight.

On the left side there is an area of absolute angesthesia situ-

ated between the lacrimal and the nasal crease, and extending

on to the ala nasi. The mucous membrane of the left nostril

was anassthetic, also the lower part of the ocular conjunctiva

where supplied by inferior palpebral branch of second division

of 5th nerve.

Eyes.—No proptosis ; no recession ; no tenderness on pressure

;

tension normal and equal.

BightEye.—The extrinsic muscles were normal. The iris acted

sluggishly to light, actively on accommodation ; there was loss

of power in the ciliary muscle. The conjunctiva was slightly

injected, and there were two small patches of ecchymosis to

the outer side of the corneal margin. There was no photo-

phobia and the cornea was normal. The pupil was regular.

Lens normal. Media clear. Fundus natural. The optic disc

was rather pale, patchy greyish ; cribriform appearance well

marked ; small vessels seen distinctly.

Far vision = ^s P-:>
^ot improved by glasses.

Near vision = Sn. 3I at 7 inches, c. + 4 D sph. = Sn. i|- at

7 inches.

Left Eye.—Extrinsic muscles= Outward movement normal:

all other movement almost completely lost.

Iris = paralysed. Conjunctiva slightly injected. Some lac-

rimation. Cornea not anaesthetic : old corneal nebula. Pupil

widely dilated and regular. Lens normal. Media clear. Fun-

dus vessels small.

L)isc= uniformly white.

Vision = none : not even perception of the strongest light.

Mr. Vernon examined the patient. He considered that the

patient had some laceration of the left optic nerve involving

the chiasma ; though he thinks that the whole of his symptoms
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may be due to pressure of blood clot, which must extend back
to the chiasma, since the disc of the right eye is undoubtedly
affected. Mr. Vernon considered he might regain power over
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the extrinsic muscles of his eye, but as regards eyesight in the

left eye, he thinks this must be considered a case of irrecover-

able amaurosis. Mr. Vernon also gave a very guarded prognosis

as to his ultimate vision in the right eye.

This diagnosis practically concurred with the view which
Mr. Willett had taken of the case.
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During tlie patient's stay in this Hospital, his mental con-

dition was perfectly sound and rational ; he complained of no
headache, nor indeed were any cerebral symptoms in evidence.

His ocular symptoms remained practically unaltered, with the

exception of the patient's strong belief that he is regaining

more acute vision in his right eye ; also the extension of the

field of vision in a nasal direction, as shown by the chart,

though how far this may be due to the personal equation of

the patient it is difficult to say.

To sum up the case : The patient has a fracture through the

base of his skull, almost certainly involving the optic foramen,

and implicating the cribriform plate of the ethmoid, since the

nasal branch of the 5th is affected after giving off its inferior

trochlear branch—that is, just as it quits the orbit and enters

the cranial cavity through the anterior ethmoidal foramen.

Concerning the exact lesion of the o]3tic path there must be

some doubt. That the optic nerve is not torn distal to the

entrance of the arteria centralis retinge is obvious. That the

injury is seated cortically or in the left optic tract is impos-

sible, since the former does not account for the mydriasis and
cycloplegia present, while in neither would one find complete

loss of sight in one eye.

I. It is just possible that pressure of clot may alone account

for the patient's entire symptoms ; if so, the clot must include

the chiasma, since the partial temporal hemianopia is surely

too significant a sign to be neglected. If it were not for this,

it is conceivable that the patient's loss of acuteness of vision

and changes in the disc of the right eye might be explained

solely by the loss of blood and general visual shock ; this might
also explain the partial iridoplegia and cycloplegia of the

right eye.

II. That the symptoms may be partially due to tearing of

the left o]3tic nerve and laceration of the chiasma is most
probable ; this, together with blood clot pressing on the 3rd,

4th, and branches of the 5th nerves, would explain all the

patient's symptoms. That the ocular motor nerves are also

torn is not likely, since the 6th nerve—the one most exposed

in such injuries— is the very one to have escaped in this

patient.

The case is one of considerable interest, and fortunately the

patient is in a position to be kept under observation in the

future. For the present it must be described as a case of

fracture of the base of the skull, with internal and partial

external ophthalmoplegia of the left eye, together with partial

hemianopia of the right eye.
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NOTE BY MR. WILLETT.

I think this case of lesion of an optic nerve producing total

blindness is worthy of being placed on record in our Hospital

Reports.

Although, owing to the great swelling of the eyelids and
the patient's unconscious condition, no sufficient examination

of the eye or any testing of vision was possible for some days

after the accident, and that therefore a link in the chain of

evidence is wanting, yet I think the fair presumption in this

case is that the loss of vision in the left eye was coincident

with his accident, and not a secondary effect of it.

The dresser of the patient, Mr, H. Gr. Wood-Hill, has taken

such great pains over the preparation of the notes, and has

worked out the clinical features of the case so very thoroughly,

displaying a highly commendable knowledge of ophthalmic

surgery, that I find much added satisfaction in asking that

this brief communication may appear in the volume of Beports

for 1898.





REPORT OF OPERATION CASES FROM

MR. WALSHAM'S WARDS.

BY

W. J. WALSHAM,

AND HIS HOUSE-SURGEONS,

GILBEET SMITH and S. P. HUGGINS.

During my editorship of the Hospital Eeports it always
seemed to me that it would add to the value of our annual
volume and its interest to old Bartholomew's men if the

physicians and surgeons were to publish a report of the cases

in their wards somewhat on the lines here attempted. I first

thought of giving some account of all the cases that have
come under my care during the time I have been surgeon,

but from want of time I have been compelled to limit this

review to the first six months of that period, and to what are

known in hospital practice as operation cases—that is, cases

admitted to the wards for operation, in contradistinction to

such surgical cases as are treated by rest, medicine, or appa-
ratus. I find that out of a total number of 372 patients

admitted to my wards from ist April to 30th September

—

namely, Kenton, Lawrence, and half of Harley—145 came
under the category of operation cases.

In all of the operation cases, except in a few of the less

important, the patient was kept in the Hospital for a few days
to a week or more, and generally in bed, for the purpose of

being thoroughly and efiiciently prepared for the operation he
had to undergo. The strictest antiseptic precautions were
employed in every instance, even for the most trivial opera-

tions, such as the subcutaneous division of fasciae or tendons.

The following notice is now posted up in each of my wards for
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the instruction of the dressers in the preparation of the opera-

tion area, so as to ensure uniformity in the method :

—

PREPARATIOK OF CASES FOR OPERATION.

1. Shave the surface to be prepared (if necessary).

2. Scrub well with soaj) and water.

3. Rub in ether.

Wash your hands and sterilise them in biniodide of mercury
lotion (i in looo).

4. Wash surface with biniodide of mercury lotion (i in

5000) for two minutes.

5. Wash this off with biniodide of mercury lotion (i in 2000).

6. Apply :

—

(a.) Sterilised carbolic gauze wrung out in biniodide of

mercury lotion (i in 4000).

(b.) Protective india-rubber tissue wrung out in carbolic acid

(i in 20).

(c.) Absorbent or boracic wool.

(d.) Bandage.

This preliminary preparation is generally performed by the

dresser ; for the especially important cases, as abdominal and
cranial operations, by the house-surgeon himself, the house-
surgeon's and dresser's hands being first properly sterilised by
well washing in soap and water, paring down and cleaning the

nails with an aseptic nail-brush, and then thoroughly soaking

in the biniodide of mercury and spirit lotion.

After the patient had been angesthetised and placed on the

operation table, the bandage and outer dressing were removed
by the nurse. Warm sterilised towels soaked in carbolic lotion,

I in 20, were next placed over sterilised mackintoshes around
the seat of operation and over the blankets covering the patient

both above and below, so that there might be no chance of any
instrument accidentally not replaced at once in the lotion

coming in contact with any material which was not perfectly

aseptic. The aseptic gauze dressing having been now removed
by a dresser whose hands had been previously sterilised in the

way already mentioned, the skin was again sponged thoroughly
over with the biniodide and mercury spirit-lotion. The hands
of the surgeon, assistant-surgeon, house-surgeons, and dressers

having been rendered sterile in the ways already mentioned,
portions of the skin of their fingers were snipped off with
sterilised scissors and forceps, and placed in culture-tubes, so

that if anything abnormal occurred in the healing of the wound
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the source of the infection could be located. For the same

reason portions of the patient's skin, of the skin of the nurse's

hands, of towels and sponges, were treated in like manner.

This is found to be an excellent routine practice, as it makes

each person desirous of not being the culprit, and adds to the

enthusiasm with which the hands, &c., are cleansed. The

instruments were all boiled under the house-surgeon's super-

vision immediately before the operation, and then with steri-

lised forceps placed in sterilised trays containing carbolic lotion,

I in 20. The ligatures were prepared and kept by the house-

surgeon, and boiled immediately before the operation. During

the operation they were handed as required to the surgeon or

his assistant by a dresser told off for this purpose with steri-

lised hands, but even then were not touched by his hands, but

by sterilised forceps. The wounds were dressed with double

cyanide gauze, the first layer being wrung out in i in 2000

biniodide of mercury lotion, with a covering of sal-alembroth

wool. All bleeding having been carefully stopped, and the

blood pressed out from the wound, drainage, as a rule, was not

employed. The part was placed at as absolute rest as possible,

and the wound not disturbed for a week or ten days, or in

some instances for longer, so as to ensure that physiological

rest which is so essential for an aseptic course. At the first and

at the subsequent dressing, should the skin not be completely

healed at the first, the same strict antiseptic measures were taken.

I am aware that there is nothing particularly new in all this,

but I call attention to the fact that this has been my routine

practice (and, with perhaps some slight modification in details,

I understand it is the routine practice of my surgical colleagues),

because it has come to my knowledge that it has been said,

evidently by persons totally unacquainted with the methods of

the Hospital, that antiseptic surgery is not practised at St.

Bartholomew's. Speaking for myself, I can only say that ever

since I have been an officer of the Hospital I have employed

antiseptic methods according to the lights of the period, and I

believe that my former chief. Sir Thomas Smith, was the first

to practise them in London, for I well remember his sending

his house-surgeon to Edinburgh to study Lord Lister's (then

Mr. Lister) method when the antiseptic doctrine was first pro-

mulgated.

The present report of operation cases extends from ist April

1898 to 30th September 1898, that is, during the period that

Mr. Grilbert Smith was my senior house-surgeon and Mr. S. P.

Huggins my junior, but it does not include the operations per-

formed by my assistant-surgeon, Mr. D'Arcy Power, during my
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six weeks' vacation, the operations performed by him on patients

of his own in the beds he has in my wards, nor the minor
operations, such as amputations of fingers and toes, opening
abscesses, &c., done by the house-surgeons. The number of

operations performed by myself in the theatres during this

time amount to 145, and are classified as follows :

—

TEEPHINIK^G THE SKULL.

The operation of trephining the skull was performed eight

times on seven patients,—three times for abscess of the brain

following otitis media on two patients, three times for injury,

once for tuberculous disease of the frontal bone, and once for

chronic hydrocephalus.

Of the two cases of abscess of the brain, one recovered com-
pletely ; the other was trephined twice, at an interval of eight

days, on opposite sides of the head, but died suddenly three

weeks after the last trephining.

Of the cases of injury, two recovered, and one died on the

day of admission to the Hospital from the injury to the brain,

without regaining consciousness.

The case of tuberculous disease of the frontal bone recovered

without any untoward symptom.
The case of hydrocephalus was greatly improved during its

stay in the Hospital, but died one month after its return home
from convulsions.

In all the cases the head was completely shaved prior to the

operation.

Case I .—The first case of cerebral abscess occurred in a girl

aged 14 (No. 794 Lawrence 1), who was admitted with severe

headache, vomiting, and a foul discharge from the right ear. Her
temperature was normal, the pulse 50, the pupils were dilated,

their reaction was defective, the optic discs were ill-defined,

and the retinal blood-vessels very congested, especially on the

left side. The patient was drowsy and her cerebration slow

;

there was no aphasia nor paralysis, but her gait was unsteady.

There was no tenderness over the corresponding mastoid region,

but an enlarged lymphatic gland was felt below the angle of

the jaw on the right side. The slow pulse, low temperature,

headache, vomiting, optic neuritis, and slow cerebration, made
it probable that she had a cerebral abscess, the result of middle

ear disease. It was therefore decided, after clearing out the

mastoid antrum, to explore the temporo-sphenoidal lobe of the

1 The numbers refer to the "registered number" in the Hospital Case-Books.
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brain, and if no pus was found there, then the cerebellum. The
absence of rigors and of a septicemic temperature excluded

lateral sinus mischief; the low temperature and slow pulse

meningitis. The mastoid antrum and cells were accordingly

laid open with a chisel through a curved incision behind the

ear extending from the apex of the mastoid process upwards

over the vault. Pus was discovered in the antrum, and this

cavity was made to freely communicate with the attic of the

tympanum by cutting away the posterior wall of the external

auditory meatus. These cavities having been syringed out with

perchloride of mercury lotion (i in 2000), they were plugged

with iodoform gauze, the external incision was prolonged, and

the cranial cavity opened with a chisel immediately above the

supra-mastoid ridge. The opening was then enlarged with a

rongeur forceps, and the dura, which bulged into the wound,

opened. A large-sized hydrocele trocar and cannula was then

passed into the temporo-sphenoidal lobe, and an ounce of

very offensive pus was let out. There was an immediate in-

crease in the rate and tension of the pulse. A large rubber

drainage tube was next inserted and the wound closed. The
patient improved rapidly after the operation. Mr. Gilbert

Smith dressed the wound and irrigated the abscess cavity

through a small tube passed through the larger rubber tube

every three hours for the first twenty-four hours, and every

six hours for the next three days, and every eight hours for

the week following ; after this twice in the twenty-four hours.

The amount of drainage that took place into the dressings

between the periods of the irrigations was insignificant com-
pared with what was removed during each irrigation, and
almost on every occasion that the wound was dressed the tube

was found blocked. I cannot help feeling that the very satis-

factory termination of this case was in great part due to the

enthusiasm with which the after-treatment was carried out by
Mr. Gilbert Smith. The patient never had an unfavourable

symptom of any kind, and left the Hospital completely re-

covered, but with a slight oozing from the right ear.

Case 2.—The second case of cerebral abscess occurred in a

man aged 36 (No. 1217 Kenton). He had suffered with a

discharge from both ears for many years, and two weeks ago

had had influenza. Three days ago he complained of headache,

and on admission was delirious and vomited a little. His tem-

perature was 103°, his pulse normal ; the pupils were dilated,

but reacted normally. The right disc was rather indistinct.

There was no evident paralysis. He was very irritable and

yiolent, and wandering in his speech. There was a foul dis-
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charge from the right ear, with some tenderness and oedema

in the corresponding mastoid region. The discharge from the

left ear was less foul, and the tympanic membrane had dis-

appeared. The tenderness and oedema over the right mastoid

pointed to trouble on that side. The mastoid antrum and cells

were therefore explored, but nothing abnormal was found.

The cranial cavity was next opened, and as the dura bulged

and the pulsations of the brain were not felt, the cranial cavity,

and subsequently the tempero-sphenoidal lobe of the brain

were explored, a hydrocele trocar and cannula being passed in

various directions into the brain. Although nothing was found,

the patient's condition was much improved for a few days, ap-

parently by relieving the intracranial pressure. On the eighth

day after the operation, as the temperature still remained

raised and the pulse continued slow (54), and the patient

had again become delirious and noisy, and had developed

some slight facial paralysis on the right side, a consultation

was held, and it was decided that the old wound should be

explored anew, and if nothing was found here, that the condi-

tion of the left temporo-sphenoidal lobe should be investigated,

and afterwards the cerebellum. This was accordingly done,

and an ounce of pus let out from the temporo-sphenoidal lobe

on the left side. The wound was treated as in the former

case, and the patient wonderfully improved for three weeks.

He was considered to be practically convalescent, but sud-

denly, without any warning symptoms, became comatose, with

a rapid pulse and high temperature, and died three days

later. At the post-mortem examination a small collection of

pus, amounting to rather over a drachm, was found in the

left temporo-sphenoidal lobe. His cerebrum around was soft-

ened, apparently as the result of encephalitis. There was no

meningitis.

Case 3.—A boy aged 18 years (No. 1932 Kenton) was admitted

with a compound depressed fracture of the right parietal bone.

He had received a blow on the head with a bar of iron one

week previously. He was conscious, but very weak. He had

no paralysis. Temperature 103°, pulse 84. There were two

punctured wounds on the scalp, one of which was freely

suppurating. Through an oval incision including the punctured

wound a depressed fracture was discovered, and with the aid

of the trephine and rongeur forceps the depressed bone was

removed. As the dura mater bulged and did not pulsate, it was

incised, but no blood was discovered beneath it. The inflamed

tissue having been carefully cut away, the flap, after having been

disinfected, was replaced and an ice-bag applied to the head.
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The wound healed by the jBrst intention and the patient rapidly

recovered.

Case 4.—A man aged 37 (No. 1922 Kenton) was admitted in

an unconscious condition. He had been knocked down by a cab

the day before, the wheel being said to have passed over his

neck. As he was very drunk, his stomach was washed out in

the Surgery. He soon became noisy and delirious, and eventu-

ally drowsy, and paresis of the left side of the face, left arm,

and to a less extent of the left leg came on. During the

night he had a fit lasting thirty seconds, followed by general

twitchings, and afterwards a complete paralysis of the left

face and left arm, and increasing weakness of the left leg.

At 12.30 P.M. he was trephined over the motor area on the

right side. There was no blood superficial to the dura, but

on this being incised a large quantity escaped. The patient

slowly regained consciousness, and in two weeks the paralysis

had disappeared and the temperature fallen to normal. Prom
this time he gradually recovered and left the Hospital quite

well. The wound healed by primary intention.

Case 5.—A man aged 66 (No. 193 i Kenton) was admitted

unconscious, having fallen off a ladder. There was a large bruise

over the left parietal bone, inter-condyloid fracture of the right

femur, and a compound dislocation of the thumb. The patient,

who had had a lucid interval after the accident, was becom-
ing more deeply comatose, and had continued supination and
pronation of the upper limbs, and rotation of the uninjured left

lower limb. On trephining, a fissured fracture of the left

parietal bone was found, and a large clot between the bone and
dura mater. When this was turned out, the posterior branch
of the middle meningeal, from which the blood came, was
ligatured. The brain appeared completely pulped, and he died

in six hours without recovering consciousness.

Case 6.—A lad aged 19 (No. 1 596 Kenton) had influenza seven

weeks previously, for which he was confined to his bed for

three weeks, when a swelling began over the nose, and gradu-

ally extended over the forehead and towards the left eye, which
became closed. The swelling had been lanced in two places

outside the Hospital. It was now again freely incised, and a

quantity of pus escaped, portions of the outer and inner table

of the skull, which had necrosed, were removed, and pus was let

out from between the bone and dura mater. The wound was
plugged with iodoform gauze, and gradually but completely

healed.

Case 7.—An infant eight months old (No. 1228 Lawrence)
was trephined for chronic hydrocephalus. A semilunar flap
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was turned down from over the parietal region, and beneaitli

this a similar but smaller flap of the half-formed bone was
raised and the dural cavity opened. A trocar and canula was
next passed into the right lateral ventricle, and about an ounce
of clear cerebro-spinal fluid oozed out. Two pieces of catgut
were then passed down the canula into the ventricle, the
canula removed, and the catgu^t left in situ for the purpose of

establishing a drain between the distended ventricle and the
subarachnoid space. The dura was stitched up with fine silk,

the flap of bone replaced, and the wound closed. During the

night the patient vomited and had four fits ; the temperature
rose to 102.6°. By the ninth day the wound had completely
healed without suppuration ; the temperature had gradually

fallen to normal ; the child had no more fits, and appeared to

take an interest in its surroundings. It was discharged at the

request of its mother apparently convalescent, but one month
later it died at home of convulsions.

OPEKATIONS ON THE NOSE, THROAT, TONGUE,
AND MOUTH.

Operations for Deflected Septum.—Two operations were
performed on patients aged fourteen and twenty respectively

(Nos. 1 1 38 and 942 Kenton). In neither was there any
history of an injury, but the nose in one was crooked and pro-

jected to the left side. In one case the prominent portion of

the septum was removed by Bosworth's saw, the remainder
being forcibly straightened with the septal forceps. A rubber
tube was inserted on the previously obstructed side and retained

till the wound had healed and the septum had become consoli-

dated in the central position. The other patient had been pre-

viously operated on at a provincial hospital, but he could not
now breathe at all through the left nostril and suffered from
severe frontal headaches. The septum was broken into several

fragments with the septal forceps and then kept in position by
a rubber tube. He left the Hospital breathing freely through
both nostrils.

Though a small operation, the correction of a deviated septum
is one that involves some little trouble. If too little is done, a

relapse is almost sure to occur from the septum again resuming
its faulty position ; whereas, on the other hand, if the treatment
is too vigorous, a perforation may result. All cases, however,

cannot be successfully treated in the same way. Where a
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somewhat thick projection of bone is the cause of the obstruc-

tion, as in the first case, nothing answers better than Bosworth's

saw ; whereas in the thin resilient septum, in which the bulging

portion consists entirely of cartilage, the projection must be so

broken up by the nasal forceps as to allow the fragments to

overlap, or incisions must be made in various directions without

penetrating the opposite mucous membrane to enable this slid-

ing of the fragments on each other to be accomplished.

Removal of Adenoids and Tonsils.—This operation was per-

formed on seven patients. The tonsils were removed in each

case with a French guillotine and the adenoids with a modified

Lowenberg's forceps, Meyer's ring-knife, and Gottstein's curette.

Nothing eventful occurred. One patient had also a deflected

septum, which was straightened at the same sitting, and one
patient had been previously operated on eighteen months ago,

but the adenoids had returned or had not been thoroughly

removed. All the patients were kept in bed for a few days

after the operation, a precaution which is very essential if

after-complications are to be avoided.

Operations for Hare-Lip and Cleft Palate.—Two opera-

tions for hare-lip and three for closure of a cleft of the palate

were performed.

The children with hare-lip were aged three and five months
respectively (No. 770 Lawrence). In one of the cases, before

uniting the hare-lip, the pre-maxilla, which projected, was
forced back into position after having been partially sepa-

rated from the maxilla with cutting forceps with one blade

protected with strapping plaster.

The cleft palate occurred in patients aged three, five, and
six respectively (Nos. 1304, yyy Lawrence and 1969 Kenton).
Smith's operation in each case was performed, but the lateral

incisions were made before the edges of the cleft were pared,

and enlarged slightly afterwards. The sutures used were silver

wire, horse-hair, and fishing-gut. Two united completely ; in

one the cleft partly separated.

The advantage of making the lateral incision before paring

the cleft lies in the fact that there is only one bleeding instead

of two, the paring of the edges of the cleft being practically

bloodless after the lateral incisions have been made ; whereas
when the paring is done first, there is not only a free bleeding

of the raw surface, but a second bleeding when the lateral

incisions are made. All the cleft palate operations were
performed with the head and shoulders raised on a pillow.
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Much has been written on the advantages of the hanging head
position in this operation. I have tried it recently, and, in my
opinion, it cannot be compared with the raised position.

Removal of Epithelioaiata from the Tongue, inside of

Cheek, and Lower Lip.—Six operations were performed for

the removal of epitheliomata from the tongue, inside of the

cheek, and lip. All five occurred in elderly men. All the

patients recovered. Enlarged glands in the neck were re-

moved at the same time. Of the two cases of epithelioma

of the tongue, only one half of the tongue was removed, but

the glands on the affected side of the neck were completely

dissected out.

In one case (No. 1436 Kenton) the left half of the tongue,

with the floor of the mouth and the enlarged cervical glands,

were removed by Kocher's method. The wound was packed
with iodoform gauze and healed quickly and well, but the

patient, who was sixty-two years of age, developed a slight

septic pneumonia, from which, however, he slowly recovered.

In the second case (No. 1080 Kenton) the left side of the

tongue was removed locally with scissors, and the glands in the

neck were dissected out through separate incisions, which healed

by the first intention. The patient made a rapid recovery.

In the first case, notwithstanding the ligature of the lingual

artery in the course of the operation, there was considerable

hasmorrhage of a venous character which appeared to come
from the lingual vein. In another case not operated upon
during the six months included in this report, in which the

lingual artery had been tied, troublesome haemorrhage ensued

fi'om the backward flow of blood from the dilated lingual vein.

This experience has led me to tie the lingual vein as well as

the lingual artery, where the latter operation has been deemed
expedient as a preliminary to removal of the tongue. I found

it (the venous bleeding) more troublesome to arrest than any

arterial haemorrhage from the lingual artery that I have had to

deal with.

The removal of the tongue was limited to one half, because

in my experience I have rarely if ever seen a recurrence in the

other half where the disease, at the time of operation, has been

limited to one side ; but the floor of the mouth and the glands

of the neck were thoroughly removed, since it is here that the

disease only too frequently and rapidly recurs. The remaining

cases presented nothing of special interest.

A Fibroma of the Cheek in a girl aged 10 years (No. 1333
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Lawrence) was removed by an incision through the mucous
membrane, thus avoiding an external scar. The wound, as is

usual in mouth-wounds, healed rapidly without any septic

trouble.

EXCISIONS OF thp: breast.

Excision of the breast was performed five times. In each

instance the whole breast, together with the contents of the

axilla, was removed in one piece, so as to ensure the eradication

of the lymphatics proceeding from the breast to the axillary

glands. The breast having been dissected off, the pectoralis

major, together with the pectoral fascia, was allowed to hang
from its axillary attachment. The pectoralis major was next

divided where necessary, the axillary vein exposed, and the

fatty tissue of the axilla with the enlarged glands dissected

off and removed with the breast as one piece. In one case a

large portion of the pectoralis major was removed. As a rule,

although a large amount of skin was taken away, the edges of

the wound were brought into contact by freeing the lower flap

widely from the latissimus dorsi, but in one case it was only

accomplished by making incisions of relief and transferring the

integumental flaps. A drainage tube was used in all cases, and
in two was passed through an incision made in the lower flap

in the most dependent part of the wound.
Two of the wounds healed by the first intention. In the

others there was slight suppuration. This in one case was
attributed to infection of the wound by the cancer which was
fungating, and in the other case was unexplained.

The pectoralis major when divided was united by kangaroo-

tail tendon. The patients were aged 45, 48, 6'^, 6T), and 66.

The microscope showed the tumours to be in all cases hard
carcinomata.

ABDOMINAL OPERATIONS.

Suture of the Stomach for Perforation due to Gastric
Ulcer.—A married woman, aged 28 (No. 1496 Lawrence), was
admitted on July 4 at 5.45 P.M. in a state of extreme collapse.

She was cold and pulseless ; the abdomen was rigid, fixed, and
markedly tympanitic, and the liver dulness was effaced. She
had suffered from pain after food for three weeks, and 19 hours
before admission, about 1 1 hours after her last meal, had been
taken with sudden jiain in the abdomen, which increased until

she was brought to the Hospital. At 6.18 p.m. the abdomen
was opened above the umbilicus in the middle line. The peri-
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toneum was found extensively inflamed, and its cavity full of

gas, fluid, and partly digested food. After some of this had
been cleared away, a perforation one inch long was discovered

in the anterior wall of the stomach, and was securely closed

by six Lembert sutures of fine silk. Two incisions were then
made in each flank, and through each of these a large drainage
tube was passed. The abdomen, after having been thoroughly
irrigated with warm boracic fluid, was closed, a third tube
being left in the wound. The patient gradually sank and died

the same night.

In this case twenty-four hours had elapsed since the rupture
had taken place, and the peritoneal cavity had become filled

with gas, medicines, castor-oil, and all kinds of undigested food,

amongst which several orange-pips were found. Some of these

pips had even made their way into Douglas's pouch and the

renal recesses. Peritonitis had already commenced, and, not-

withstanding thorough flushing and free drainage, terminated
fatally. The ulcer, which was the size of a Tangerine orange,

was not cut away, as it was felt that by doing so the operation

would be considerably prolonged, and the patient was already in

a state of extreme collapse ; nor did it appear to be necessary.

In a case I operated on soiue two years ago, where the perfora-

tion had only occurred a few hours before the abdomen was
opened, the ulcer was also of considerable size, and an uninter-

rupted recovery followed the simple suture. In this case there

was hardly any extravasation, and beyond the local cleansing

of the soiled portion of the peritoneum with sponges, neither

flushing or drainage appeared necessary, nor were employed.

The importance of immediate operation after perforation has

occurred cannot be too strongly insisted upon. To wait for

the patient to recover from the shock, as advised by some, is

probably a mistake, since the shock, in some cases at any rate,

would appear to be due to the escape of gas into the peritoneal

cavity, and not to the extravasation of the contents of the viscus,

and will pass off when the gas is let out. In a case of ruptured

bladder under my care at the Metropolitan Hospital the effect

of the introduction of free gas into the peritoneal cavity was
most marked. On pumping a few ounces of air into the

bladder to test its condition, the patient became intensely col-

lapsed, as the air passed through the rent into the peritoneal

cavity, but he at ouce improved on the escape of gas through

the incision into the peritoneum. Here it was clearly the gas

that produced the shock and not the contents of the viscus, and
it would seem to be so likewise in the case of rupture of the

stomach and of the intestine. In a case of the latter injury, in
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which the bowel was partly torn across, there was very slight

collapse, but only a very little air had passed into the peri-

toneum, consequent upon the ends of the ruptured bowel being
plugged with solid feces. Indeed, so little air had escaped, that

the liver dulness was not effaced, nor was the abdomen tym-
panitic. The mere escape of fgeces here had produced very
little shock.

Pylorectomy combined ^NlTR Gastro-enterectomy was per-

formed in a man aged 29 (No. 78 Kenton) for carcinoma of the
pylorus. Through a median incision the peritoneal cavity was
opened and the pyloric end of the stomach and first part of

the duodenum cleared of their mesenteric attachments and all

bleeding vessels tied. A clamp was then placed on the stomach
and duodenum well beyond the growth and the latter removed.
The open ends of the stomach and duodenum were next closed

securely with continuous sutures and the jejunum fixed to the
stomach with a Murphy's button. The operation presented no
difficulties and was rapidly completed, but there was some
little trouble from venous haemorrhage at the back of the duo-
denum. This having been apparently arrested, the external
wound was closed. A vein, however, behind the duodenum
evidently escaped ligature or the ligature slipped, for the collapse

continued, and the patient died the evening of the operation.

At the post-mortem examination some hsemorrhage had taken
place into the peritoneal cavity, and this no doubt increased
the shock, and was the determining factor of the fatal result.

Exploration of the Abdomen was undertaken in two cases

to ascertain the nature of a doubtful abdominal swelling, and
whether it was removable. Neither patient suffered from the
exploration.

Case I.—A man aged 21 (No. 1535 Harley) was admitted with
a tumour situated between the umbilicus and the pubes, appa-
rently fixed to the latter. It was three or four inches broad,
and about the size of a large cocoa-nut. His bowels acted
naturally, and there had been no blood in his motions, no pain
on defgecation, and nothing abnormal was discovered in his

urine or in the act of urination. The tumour could be felt per
rectum as a rounded mass which could be moved by the finger.

He had been losing flesh lately. A small incision in the linea
alba was made and the tumour found to be fixed to the pelvis

below and its attachments such as to render removal impracti-
cable. It was covered with large tortuous veins, was of a dark
red colour, and had the consistency of a soft solid. The wound
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was closed, it united by primary adhesion, and the patient

made an uneventful recovery from the exploratory incision.

He was discharged with the tumour apparently in statu quo,

perhaps slightly larger. He came to the Hospital three months
later, having gained a stone and a half in weight, and the

tumour had almost disappeared.

Case 2.—A woman aged 44 (No. 1340 Lawrence) was admitted

for a swelling to the left of the middle line, and apparently con-

nected with the stomach. She had had pain in her epigastrium,

attended with vomiting and pain after taking food, for six

months. She was believed to have carcinoma of the pylorus.

An exploratory operation was deemed advisable to ascertain

the practicability of removal. The exploratory incision revealed

very extensive carcinomatous growth of the pylorus and pyloric

end of the stomach, also a number of very large lymphatic

glands in the gastro-hepatic omentum. The case was clearly

unsuitable for pylorectomy ; the wound was closed, and the

question of removal of the whole stomach laid before the

patient. She refused the operation, gradually got weaker,

and died twelve days after the exploratory operation. At the

post-mortem the carcinomatous growth was found to be very

extensive, and had led to perforation of the walls of the

stomach and the formation of a large sub-phrenic abscess.

The first case is of great interest as bearing upon the ques-

tion of the occasional spontaneous disappearance of sarcomatous

growths. It is of course possible that we were mistaken in our

diagnosis, and that the tumour was not sarcomatous. Its rapid

growth, firm connection with the pelvic bones, the progressive

loss of weight and strength of the patient, taken with the

appearance and the consistency of the swelling itself as re-

vealed at the exploratory operation, led me to entertain bo

doubt as to its nature, and those of my colleagues who saw it

with me were of the same opinion. This is the second case

which I have personally met with of a supposed sarcoma in

the abdomen disappearing spontaneously, and several of my
colleagues have had, I know, a similar experience. It may be

added that there was no discharge of pus from the rectum,

bladder, &c., nor any other sign of its having been an abscess

or of an inflammatory nature ; but of course one cannot lose

sight of the possibility that it might have been an inflammatory

or some other affection of the glands.
^

Abdominal Section for Eupture of the Small Intestine.—
A lad aged 1 3 (No. 1 8 11 Surgery and Harley) was admitted at

8.40 P.M., having been run over by a post-office van. He was
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somewhat pale but not much collapsed. Temperature normal.

Pulse, y^., small. There was a mark as of a wheel across his

abdomen, which was slightly retracted but moved feebly on
respiration. The liver dulness was not effaced. He had great

pain in the back. At 1 1 P.M. he vomited twice ; his abdomen
now became hard, board-like, and markedly retracted, and pain

had greatly increased in intensity. The pulse had run up to

100. The urine was drawn off and found normal. On
opening the abdomen, a coil of intestine was found torn three-

fourths across, but not involving the mesenteric attachments.

Its ends were plugged with soft f^cal matter. It was brought
outside the abdominal wound and disinfected. Its mucous
membrane was then united by five silk sutures, and the peri-

toneal and muscular coat by twelve Lembert sutures. The
abdomen at the seat of rupture only was flushed out with hot

water till the fluid ran clear. The gut was then returned and
the external wound closed. He was kept under the influence

of morphia for five days, and then had a dose of castor-oil.

He was fed at first entirely by the rectum. The wound was
dressed on the twelfth day, and found dry and healed. On the

fourteenth day he first passed a formed motion, and began to

take solid food. He left the Hospital in excellent health on
the forty-second day after the injury.

It was at first thought that the case was merely one of abdo-
minal shock, but as the diagnosis was at the best doubtful, I deter-

mined to wait in the Hospital and watch him. After the vomiting

at 1 1 P.M. the abdomen became so rigid, board-like in hard-

ness and retracted, and the pain so increased in severity, that I

had no hesitation in ojDening the abdomen. The early inter-

ference no doubt had much to do with his recovery. The
absence of marked shock or of tympanitis, and the efi^acement

of the liver dulness, which are considered signs of rupture of

the intestine, are attributable to the plugging of the ruptured

ends with feecal matter.

Intestinal Obstruction.—Only one case was admitted during

the six months. It occurred in a woman aged 65 years (No. 650
Lawrence). For two months she had had frequent attacks of

vomiting and constipation, and had been losing flesh. Her bowels

had not been opened for fourteen days before admission. The
abdomen was greatly distended and she was vomiting feecal

matter. Nothing could be felt through the distended abdominal
parietes, nor by the rectum or vagina. Inguinal colotomy was
performed on the left side. A Paul's tube was placed in the

distended sigmoid, and the bowel secured to the wound. The
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patient's condition was such that no exploration of the abdominal

cavity with the finger was permissible. She was at once re-

lieved, and progressed in every way satisfactorily. Five days

afterwards, on passing the finger into the colotomy wound, an

obstruction was encountered about three inches down the

distal portion of the gut, and after her condition had further

improved the abdomen was opened below the colotomy wound
by a small incision, the loop of intestine containing the growth

drawn out, the growth excised and the intestine united end to

end with a Murphy's button. The abdominal wound was then

closed. Twelve days subsequently the button was removed per

rectum, into which it had fallen, but had been there retained by

the sphincters. Injections could now be passed freely from the

anus through the colotomy wound and vice versa, and no con-

traction could be felt with the finger passed through the colo-

tomy wound. Two months after an attempt was made to close

the colotomy wound by separating the mucous membrane from

the skin and uniting it by fine silk sutures ; the edges of the

external wound having been pared, were then united. The

union, however, partially broke down and some faeces continued

to escape through the old colotomy wound. In this condition

she was discharged. Another attempt to close the colotomy

wound is contemplated shortly. A microscopical examination

of the growth showed it to be a cylindrical-celled carcinoma.

Operations for Appendicitis.—Two patients were admitted

with appendicitis. One, a man aged 24 (No. 2132 Kenton), had

had recurring attacks at frequent intervals since 1892. On
admission he complained of localised pain in the right iliac

fossa beneath M'Burney's point, but nothing abnormal could

be felt. His pulse, temperature, and general condition were

normal. An incision was made in the right iliac fossa over the

appendix. After some search the appendix was discovered

tightly bound down by adhesions and containing a fgecal con-

cretion the size of a small marble ; at this spot the walls had

ulcerated, leading to a small perforation. The concretion, which

was situated close to the entrance of the appendix into the

caecum, was removed, and the opening into the gut closed by

Lembert sutures of fine silk. The remainder of the appendix

was so matted to the surrounding tissues, especially to the

external iliac artery and vein, that the whole of it could not

be removed. The remaining portion was therefore disinfected

and ligatured, and the abdominal wound then closed, the peri-

toneal, muscular, and aponeurotic layers being united each to

each respectively by silk sutures, and the skin with fishing-gut.
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The skin sutures were removed on the eighth day. Some very

slight superficial suppuration had occurred, but was confined to

the skin edges. The patient left the Hospital on the 32nd day

with the wound soundly healed and in good health.

The second patient, a man aged 25 (No. 1 373 Kenton),had signs

of subacute appendicitis, and had suffered from a similar attack

two years ago. He had some pain in the right iliac fossa, but

beyond a slight increase in resistance nothing definite could be

felt, and manipulation caused him hardly any pain. His symp-

toms gradually subsided and he appeared to be recovering from

his attack, but sixteen days after his admission his temperature

suddenly ran up to 102°, and a slight swelling appeared about i-|

inch internal to the anterior superior iliac spine on the right side.

Over this an incision was made, and, without opening the general

peritoneal cavity, three-quarters of an ounce of pus was let out.

A tube was inserted into the abscess cavity, but no attempt

was made to find the appendix, nor was the finger introduced

or any washing out of the cavity done. From this time he

made an uninterrupted recovery, and left the Hospital with the

wound soundly healed. This last case is a good example of the

wisdom, when pus is discovered, of not disturbing in any way
the adhesions shutting off the abscess cavity from the general

peritoneum. Where the surgeon has been content with merely

opening such a localised collection of pus without searching for

the appendix or exploring with the finger or washing out, I

know of no case that has not, as in this, had a satisfactory ending.

In the first case a portion of the appendix was left. It is a

question if this is not better practice, where dense adhesions

exist, than running the risk of bruising and otherwise injuring

the tissues, opening the bowel, &c., in a prolonged dissection to

remove the whole of the adherent, organ. In two other cases

under my care, where part of the appendix could not be readily

removed, the adherent part was also left after being disinfected.

No untoward symptom of any kind followed, though some years

have now elapsed since the operation. It appears probable that

when cut off from the intestine the remnant of the appendix

shrinks, undergoes fibroid change, and is quite inert. Theoreti-

cally there would seem to be some risk of an abscess, but I have

not met with it in practice. At the same time, where the whole

appendix can be removed with a reasonable amount of dissection,

it is no doubt desirable.

Evacuation of Abscess of the Livee.—An hepatic abscess

complicated by a right-sided localised empyema was treated by
resection of a rib and drainage. The patient, a Polish Jew,

aged 37 years (No. 171 8 Kenton), was transferred from Dr.
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Brunton's ward. Twelve weeks previously he had been seized

with violent pain in the region of the liver, and the pain had
continued and increased in severity. Three years ago he had a

similar attack, for which he had been treated at the London
Hospital. The liver dulness was abnormally increased, and
th^re was much tenderness over that region. There was no
jaundice. An aspirator needle was passed between the 9th

and 10th ribs, and a dark red fluid drawn off. It was found
to contain blood, oil-globules, fat, and crystals, but no micro-

organisms or hydatid booklets. The ninth rib on the right side

was resected in the mid-axillary line, and a large trocar and
canula inserted in the liver. Two pints of dark-red purulent

fluid were drawn off from the liver abscess, and subsequently a

small quantity of a greenish fluid from a localised cavity in the

pleura. A large rubber tube was now placed in the cavity in

the liver, and a second in the cavity in the pleura. At mid-
night there was a violent hsemorrhage for a few minutes from
the liver, which was controlled by packing. The patient im-

proved at first, but although a very free drain was kept up, the

discharge of the same purulent red fluid continued in very large

quantities, and notwithstanding local injections of many kinds,

and the employment of various internal hsemostatics, the patient

gradually grew weaker, and died of exhaustion two months after

the operation.

This is the third case under my care during the last few
years that has run a similar course. In each great improve-

ment followed the opening of the abscess, but the discharge

continued in large quantities, the liver appearing to melt, as it

were, away. In one of the cases which was under the care of

Dr. Church a post-mortem was obtained, and the liver was
found to be one huge abscess, little or nothing of the liver

substance remaining. In the other two no post-mortem was
allowed, but I have no doubt, from the fearful amount of the

discharge, that a similar condition would have been found.

Removal of Gall-Stones from the Cystic Duct.—

A

woman aged 49 years (No. 1 161 Lawrence) had suffered for six

months from attacks of gall-stone, colic, vomiting, and jaundice.

Nothing could be felt externally, but there was slight jaundice,

some tympanitic distension of the abdomen, and some pain on

pressure over the region of the gall-bladder. The urine con-

tained bile. The temperature was normal. A vertical incision

was made over the gall-bladder, and stones discovered in the

cystic duct at its junction with the common duct. The stones

were readily manipulated into the gall-bladder, but the latter
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was so contracted tliat it could not be brought to the surface.

An incision was made through its walls, four stones were

removed, and the incision united by sutures. The external

wound was then closed. The patient died of collapse thirty-

hours after the operation. No post-mortem was permitted.

ExPLi )EATiOjSr OF THE KiDNEY.—Three operations were per-

formed for exploration of the kidney for stone.

Two of the cases were of precisely similar nature (Kenton

1299, Harley 80). In both cases the patients were men who
were incapacitated from work by recurring attacks of pain

answering in all respects to renal colic, in the one case in the

right loin, and in the other in the left. In neither case

was there anything to be felt, or anything abnormal in the

urine, nor had either patient at any time passed blood. The
kidney was exposed through an oblique incision between the

last rib and the iliac crest, and examined by needling and
manipulating with the finger. Nothing was detected. The
wounds were closed and drained for forty-eight hours. They
healed by the first intention. Both patients expressed them-

selves as being quite free from pain since the operation.

The third case was that of a woman aged 34 (No. 571 Law-
rence), who had suffered from hsematuria and gravel for ten

years, and pain chiefly in the left loin. No tubercle bacilli were

found in the urine, but large quantities of phosjDhates. With
the cystoscope and finger introduced into the bladder, its walls

were found pulpy and abnormally vascular and incrusted with

phosphates. The left kidney was explored through the oblique

incision, from the last rib to the iliac crest, and except that it

was abnormally movable nothing was found. The kidney was
fixed in position by four silk sutures. The wound suppurated

slightly. The patient was discharged professing herself better.

The improvement noted in the condition of the urine was pro-

bably the result of washing out the bladder.

Ovariotomy was performed three times. Two of the patients,

aged respectively 24 (No. 931 Lawrence) and 35 (No. 852
Lawrence), made an uninterrupted recovery. The third patient,

38 (No. 14 1
9 Lawrence), suffered from a bi'oad ligament cyst,

for which enucleation and a Keith's drain were employed. The
patient died on the fourth day. The right kidney was reduced

to a large abscess cavity, the result of an old pyonephrosis, and,

there was some localised peritonitis.

The operations were performed in the common theatre, and
the patients nursed in the general ward. The condition of the
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left kidney, which was undiscovered previous to the operation,

had no doubt much to do with the fatal termination in the

third case. The ovarian cyst was a very large one, and it was
hence impossible to make out the enlarged condition of the

kidney.

, Exploration of Sinus following Abdominal Section for
Extra-Uterine Ewtation.—A woman aged 34 (Casualty, 935)
had had the above operation performed in March 1 896 at Leeds.

The wound healed, but subsequently an abscess formed in its

site, and opened spontaneously, leaving a sinus. The sinus was
slit up and found to lead through the scar tissue for about two
inches into the peritoneal cavity. The walls of the sinus were

scraped and the cavity packed with iodoform gauze, the greater

part of the skin incision being closed with sutures. The
wound healed well, and the patient was discharged cured on

the twenty-fifth day.

This operation practically amounted to an abdominal section.

EADICAL CUEE OF HEEISHA.

Excluding the cases in which a radical cure was performed

after relief of strangulation, there were eight operations.

Five of the patients were men, three women. The hernia

was inguinal in five cases, femoral in one, umbilical in one, and

ventral in one. For the inguinal, Kocher's operation was per-

formed three times ; in the other two, the hernial sac was

ligatured as high as possible, cut off, and the ligatures carried

well up the inguinal canal with long needles passed through

the aponeurosis about a quarter of an inch apart, and tied so

as to fix the stump of the sac well above the internal ring.

Kangaroo-tail tendon was used. The pillars of the ring were

also drawn together by this material.

All the wounds healed by the first intention excepting in

one case, in a man aged 61 (No. 1047 Kenton), in which the

sac had a small pouch in its wall containing a drachm of

chronic inflammatory fluid. He developed a severe bronchitis,

for which he had to sit up in bed. Slight suppuration ensued,

but in fifteen days after the operation the wound had soundly

healed. All the patients left the Hospital with the wounds
sound, with no impulse to be felt on coughing.

In the femoral hernia the sac was ligatured as high up as

possible and cut away, but no attempt was made to close the

femoral ring. The wound healed without incident.
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In the umbilical hernia a large mass of omentum was trans-

fixed and cut off. The peritoneum was then sutured, the ring

refreshed, and closed with kangaroo-tail tendon, and the skin

united by fine silkworm-gut. Healing by the first intention

resulted. The patient was discharged with a firm scar.

The ventral hernia had followed an operation for appendicitis

some months previously, in which a large abscess had been
opened and drained. The protusion at the seat of the old

operation was about the size of a fist. An incision was made
over the long axis of the protrusion, the hernia reduced, and
an elliptical portion of the protruding peritoneum cut away,
and the peritoneal edges drawn together by a continuous silk

suture. The muscles, aponeurosis, and skin were next sever-

ally united by three layers of sutures. Primary union ensued
and the patient was discharged. Two months later there was
some slight bulging beneath the scar, and an abdominal belt

was ordered.

None of the patients were allowed to wear trusses after the
operation.

I have now used kangaroo-tail tendon for some time for the

ligature of the sac, the suture of the ring, and the fixation of

the internal oblique and transversalis to Poupart's ligament in

Bassini's operation. It has so far answered admirably. Silk

I have found apt to set up irritation, and in several cases, some
months after the operation wound had soundly healed, patients

have returned with small localised abscesses, which, on being
opened, have discharged the silk ligature. Catgut is not
reliable. In a few cases, where Kocher's method has been
employed, a hernia was found at the situation in the aponeurosis

where the aperture was made for drawing the sac through. I

do not know if this has occurred in the experience of others,

but that it is liable to occur is, I think, a serious objection to

Kocher's method.

Five cases of strangulated hernia were admitted. Two were
femoral, three inguinal, one of the latter being double. Both
cases of femoral hernia occurred in women, one aged 70,
and one aged 42. The intestine was returned, the sac liga-

tured, cut off, and the wound closed. Recovery was unin-
terrupted.

In the inguinal hernige, the result was not satisfactory. Two
died, one recovered.

Case I.—A man aged 58, an omnibus-driver (No. 2694
Kenton), had a double inguinal hernia, that on the right side

being strangulated. On the left side the hernia was irreducible

and about the size of an ostrich's egg. It was soft, gave an
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impulse on congMng, and could be partially returned. The
hernia on the right side came down three days before his admis-

sion with sudden pain, followed by vomiting and constipation.

The vomit was feculent. An incision was made over the right

hernia, the sac opened, the stricture, which was the internal

ring, divided, the intestine returned and the neck of the sac

ligatured with kangaroo-tail tendon, and the body of the sac

cut off. The ring was also closed with kangaroo-tail tendon.

The patient died early in the morning of the next day. At
the post-mortem five feet of small intestine were found in the

sac on the left side of the scrotum, but there was no obstruction

or strangulation in connection with this or any other portion

of the intestine. The coils of the intestine, however, were dark

claret-coloured, as if from handling during the taxis. There

was no peritonitis, but a few drachms of blood-stained fluid

were found in the peritoneal cavity. The patient evidently

died of collapse.

Case 2.—A man aged 6y (No. 1028 Kenton) had worn a

truss for seven years continuously, but left it off about 3 P.M.

on the afternoon of his admission to the Hospital, when the

hernia came down and could not be reduced. At 10.15 P.M.

herniotomy was performed. The sac contained about three

drachms of a sanious fluid. The intestine was found matted

together and of a dark red colour, and the tissues surrounding

the sac were very cedematous. A small fatty tumour was dis-

sected out from the constituents of the spermatic cord. The

mouth of the sac was sutured with kangaroo-tail tendon, and

the canal and ring sewn up with the same material. The skin

was sutured continuously and a drainage tube inserted. On
the following morning he vomited, but had no rise of tempera-

ture. On the second day the wound was dressed and the drainage

tube removed. The patient had had a good night. From this

time the pulse became irregular and the beat increased in

frequency to 122. The temperature was 100° and the respira-

tions very rapid. Some consolidation was detected at the root

of the lungs. He died on the third day. At the post-mortem

the wound was found quite healthy, and there was no peritonitis.

Chloroform was used at the operation, but there was hypo-

static congestion of both lungs.

Case 3.—Aman aged 40 (No. 1 362 Kenton), a brewer's labourer,

had had a hernia for sixteen years and had worn a truss. The

hernia became strangulated on the morning of his admission to

the Hospital. The operation was at once performed. The

intestine, which was already claret-coloured, was returned after

division of the stricture at the internal ring, and the omentum;
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ligatured and cut off. There was some troublesome hgemorr-

hage on division of the stricture, but as it soon stopped spon-

taneously, no extensive search was made for auy bleeding

vessel. The sac was ligatured with kangaroo-tail tendon and

cut away, the pillars of the ring drawn together with a like

material, and the wound closed. On the ninth day the stitches

were removed and the wound looked healthy, but the tempera-

ture registered 101.8°. On the following day the abdomen was
tense and brawny about the wound, which three days later

opened and discharged some foul breaking-down blood. Some
bleeding had evidently occurred in the depths of the wound,
which after this healed satisfactorily, and the patient left the

Hospital with a firm scar.

RADICAL CURE OF HYDROCELE.

The patient, a lad aged 17 (No. 1919 Kenton), had been

previously operated on for varicocele. The tunica vaginalis

was laid open, the loose portion of the parietal layer cut away,

and the edges brought together with fine silk sutures. The
wound did not heal by the first intention, but gaped without

suppuration, so the stitches were not removed till the seven-

teenth day. It slowly granulated up, and he was discharged

well on the twenty-fifth day.

RADICAL CURE OF VARICOCELE.

Four operations were performed. In each case an open

incision was made over the cord close to the external abdo-

minal ring, the veins separated and tied in two places with

a fine silk ligature about an inch apart, the intervening vein

cut away, and the stumps ligatured together. The scrotal

wound was closed by silkworm-gut sutures, and healing by the

first intention ensued. The open operation was employed for

the purpose of shortening the cord, since if this is not done the

testicle still hangs somewhat low, and the patient, if a candidate

for the Services, is, notwithstanding the obliteration of the

veins, liable to rejection,

LIGATURE OF VARICOSE VEINS.

Seven operations for the radical cure of varicose veins

were performed. All the patients made excellent recoveries.

Their ages ranged from 16 to 42 years. Four were males,

three were females. Both legs were affected in two, the left
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leg alone in four, the right alone in one. In the last men-
tioned case there was a varicose ulcer and considerable varicose

eczema.

In three of the cases the dilated veins were exposed at

previously selected spots through a short incision (f inch), tied

in two places with fine silk, the intervening portion of vein cut

away, and the wounds closed with fine catgut sutures. In
the other five no ligature or suture was used. The vein was
exposed, clamped with two pairs of pressure forceps, and the

intervening vein cut away, the forceps being left in until the

varicose veins at the various selected spots had been thus

treated. The foot and leg was then bandaged from below

upwards with carbolic gauze bandages soaked in corrosive

sublimate solution (i in 2000), the forceps being removed as

the bandage approached each little wound, but no ligature

was applied. Care was taken to ensure the edges of the

wounds coming accurately in contact as the bandage was
wound on. The ordinary double cyanide dressing was then

applied.

The advantage of the method is the great saving of time

that is effected when the veins have to be obliterated in many
places. As regards the healing of the wound, there does not

appear to be much to choose between the operation with

ligatures and sutures and the one without, except perhaps they

show less tendency to gape. In all the cases healing by the

first intention ensued, except in the case which was complicated

by the eczematous ulcer. Although an effort was made in this

case to render the eczematous skin aseptic, some infection of

the wound near the ulcer occurred, and healing was delayed

for a few days.

OPEKATIONS ON JOINTS.

Excision of Joints.—An excision of the elbow and an excision

of the knee were performed, each for tuberculous disease.

Case I.—A girl aged 7 years (No. 1073 Lawrence) had her

elbow fixed at a right angle. The joint was much swollen, the skin

ulcerated on the outer side, and the epitrochlear gland enlarged.

The olecranon was removed and the pulpy synovial membrane
scraped away ; but the superior radio-ulnar articular, which
appeared healthy, was undisturbed. The joint was filled with

iodoform emulsion, the wound closed, and the limb placed on a

Callender's splint. An abscess, however, formed on the inner

side of the joint, and had to be opened. The patient left the
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Hospital with a sinus still discharging. It would no doubt have

been better to have completely excised the joint, instead of being

content with what was practically merely an erasion.

Case 2.—A boy aged 9 (No. 1049 Kenton) had suffered with

a tuberculous knee for fifteen months. An incision was made
across the middle of the patella horizontally, the bone then

sawn through, and the joint laid freely open. The synovial

membrane, which was pulpy and injected, was completely re-

moved with scissors and a shai-p spoon. The articular cartilages

and such bone as was found diseased was treated in a similar

manner. A superficial abscess at the inner side of the head of

the tibia was evacuated and scraped. The crucial ligaments,

being healthy, were not touched, but the external semilunar

cartilage, which was diseased, was removed. The patella was
united with silver wire after the wound had been thoroughly

disinfected by corrosive sublimate lotion (i in 500). The leg

was placed in a Macintyre splint. The wound healed by the

first intention. The knee was put in plaster of Paris, and the

patient discharged on crutches.

Eemoval of Loose Caetilages feom the Knee.—The knee-

joint was opened twice ; in one case, a loose piece of cartilage

was removed; in the other, a partially-detached internal semi-

lunar cartilage was found folded on itself, and was also

removed.

Case I.—A man aged 55 (No. 25 19 Kenton) had fractured his

right patella twenty-five years ago, and had since suffered from
signs of a loose body in his joint. The cartilage was removed
through an incision over it at the upper and outer part of the

joint. The synovial membrane was sutured with kangaroo-tail

tendon, and the skin with silkworm-gut. The wound healed

by the first intention. The patient was allowed to get up on
the seventeenth day, and expressed himself as greatly delighted

with the result. He was discharged cured on the twenty-seventh

day after the operation. The loose cartilage was the size of a

small walnut, and fissured in all directions—one fissure almost
dividing it into two parts.

Case 2.—A man aged 25 (No. 1305 Kenton) eight months
previously had received a blow on the outer side of the left knee
at football. Almost immediately afterwards he felt something
loose in his joint, and the knee became locked in a flexed posi-

tion. He had been treated by firm bandaging, fixation in plaster

of Paris, &c., without benefit. On opening the joint through a

vertical incision on the inner side, the internal semilunar car-

tilage was found folded on itself. On flexing the joint it came
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unfolded, but flew back again into the bent position on exten-

sion with a distinct snap. It was removed. The wound healed

by the first intention, and the patient was discharged on the

thirty -third day, with good movement in the joint and no
pain.

WiEiNG OF Feactured Patella.—Three cases only of frac-

tured patella were admitted during the six months. All three

wefre wired, two by the open method, and one after the manner
of Mr. Barker. In all, healing by the first intention ensued,

and there was no constitutional disturbance. The open opera-

tion was practised on two patients, both males, aged 33
and 39 respectively (Nos. 19 10, 1920, Kenton). It was per-

formed by making a longitudinal incision between two and three

inches long over the patella, removing the torn aponeurosis,

which covered the fractured surface of the two fragments,

cutting away all torn and lacerated tissues, sponging and
washing out of the joint all blood clot, and then uniting the

fragments by a single loop of stout silver wire. The hole for

the wire was made with a sterilised Archimedean drill, and
passed from the outer surface obliquely to near the lower

margin of the fractured surface, so that the articular surface

was not involved. The wire, when passed, was twisted up till

the fragments were in close apposition, and the twisted por-

tion of wire then hammered int3 the superficial surface of the

patella, leaving the surface quite smooth. The wound was then

washed out with i in 2000 biniodide of mercury solution, and
closed with fishing-gut sutures. Healiug by the first intention

ensued in both cases. The stitches were removed about the

ninth day. Passive movements and massage were begun on the

nineteenth and twentieth days respectively after the wiring,

and the patients allowed to get up and walk about. They were

discharged, with free movement of the joint and no pain or

lameness, on the thirty-third and thirty-eighth days after the

wiring. The wiring was performed on the fourth and fifth day

respectively after the accident.

The so-called subcutaneous method of Barker was employed

upon a female aged 53 (No. 1569 Harley), and was performed

four days after the accident. A small vertical incision (half

inch) was made into the joint through the ligament at the

lower border of the patella, and as much blood squeezed out

of the joint as possible. Bai-ker's curved needle was then

passed up beneath the fragments, and brought out through

the skin immediately above the upper margin of the ujDper

fragment. It was threaded with silver wire, and withdrawn.



Operation Cases from Mr. Wcdsham's Wards. 289

The free ends of the wire in the lower wound were then

twisted, cut off short, and buried in the ligament. Healing

by the first intention ensued. Massage and passive exercises

were begun on the thirteenth day, and walking on the seven-

teenth day. The movements of the joint, though ultimately

restored, were not obtained so quickly or so freely as after the

open method, and some effusion occurred in the joint. She was
discharged on the fortieth day after the operation.

When the strictest antiseptic precautions are taken, the

result obtained by wiring a fractured patella cannot be com-
pared with that of the non-operative treatment, and the length

of stay in the Hospital is greatly reduced. The gain to the

patient as regards his ability to resume his former occupation

is immense, and, in place of leaving the Hospital even at the

best with a somewhat weak and crippled knee, and encumbered
with an instrument for limiting the movements of the joint

which he may have to wear from six to twelve months, he is

discharged within a month with a sound knee, in which the

movements, if passive movements and exercises are begun
early, are practically perfect.

AMPUTATIONS OF LIMBS.

Five cases of amputation were performed—one for tuber-

culous disease of the knee of five years' standing, two for a

mixed-cell sarcoma of the lower end of the femur, and two for

ununited fracture of the bones of the leg. All five cases healed

by the first intention. Silk ligatures and fishing-gut sutures

were employed. A drainage tube was placed in the wound
in the three cases of amputation through the thigh, but the

wound was completely closed without drainage in the two
amputations through the leg. Two of the cases of amputa-
tion of the thigh were in men aged 64 and 66. They
are examples of the excellent way in which wounds heal in

elderly people.

The tuberculous knee occurred in a man aged 64 (No. 2568
Kenton), and is of interest in that it was clearly a case of

senile tuberculosis. The history he gave was that about five

years ago he first began to walk lame, and his lameness

gradually became worse, so that seven months ago he had
to give up his work. Eest, strapping, and fixation with plaster

of Paris had all been tried, and had failed, before his admission.

The knee presented the characteristic signs of a tuberculous

joint, save that it was not tender either on manipulation or

VOL. XXXIV. T
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movement. The joint was found after amputation to present

the typical appearances of tuberculosis in an advanced stage.

There were no other evidences of tuberculous trouble else-

where.

The two operations for ununited fracture were of particular

interest, because they were performed for that somewhat rare

though well-recognised condition, the ununited fracture of

children.

Case I.—A boy aged 10 (No. 1342 Kenton). He had broken
his leg two years ago and had been treated for it at St.

Thomas's Hospital. It failed to unite, and the fragments had
been wired without leading to union.

Although the bones at the seat of fracture were felt to be

very atrophied, and the hopelessness of securing bony union in

these cases of ununited fracture in children was borne in mind,

it was resolved to make another attempt at securing consolida-

tion before submitting the patient to amputation. On May
13th an incision was made three inches in length over the

fracture and a wedge-shaped piece of bone removed from each

fragment, so as to bring them into apposition. An aseptic car-

penter's screw was then inserted and the two raw surfaces of

bone firmly screwed together. In the course of the operation

some wire used in the previous unsuccessful attempt was
removed. The operation failed, and amputation was performed

just above the fracture by lateral flaps on August 2nd. The
bones were found at the seat of fracture to be exceedingly

small and atrophied. On August i ith at the first dressing the

wound was found united by the first intention.

Case 2.—A boy aged 8 (No. 1634 Harley). The leg had been

broken at another Hospital some five years previously for a

rickety curvature, and had never united. Since 1894 he had

been under the care of Sir Thomas Smith and Mr. Walsham,
and had been treated by absolute rest, fixation in plaster of

Paris, splints, and other appliances, and two operations of

wiring and of screwing the fragments together had been
successively performed, but without the least effect. The leg

was removed by antero-posterior flaps. Union by first intention

ensued. The bones were exceedingly thinned and wasted,

their ends tapering off into fibrous bands which stretched

between the fragments.

The cause of this non-union in these so-called ununited

fractures in children is hardly known, but those interested in

the subject will find the matter ably discussed by Mr. D'Arcy
Power in the Medico-Ohirurgical Transactions, vol. Ixxv., and

by Mr. Edmund Owen in the Proceedings of that Society.
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In one case the thyroid extract was given, but without
effect.

The case of mixed sarcoma of the femur occurred in a man
aged 66 years (No. 1026 Kenton). He was admitted with a

swelling on the inner side of the right knee, which he had first

noticed two months ago. He remembered no injury excepting
a sprain followed by swelling of the knee six years ago. On
the inner side of the internal condyle of the right femur was
a hard well-defined swelling with a tender spot about the

middle. It was clearly connected with the bone. The skin

was not adherent. There was no egg-shell crackling. It was
explored, having been found to be a mixed-celled sarcoma
with a few myeloid cells. As it was too large for local treat-

ment, the thigh was amputated through its middle by antero-

posterior flaps. The bone at the point of division appeared
quite healthy. The stitches were removed on the fourteenth

day and the wound found firmly united.

The third case of amputation through the thigh was for a

chondro-sarcoma in a woman aged 24 (No. 713 Lawrence).
An exploratory incision was made and the growth shown to be
a chondro-sarcoma. The thigh was amputated through the

juncture of the upper and middle third. The wound healed

by the first intention. No recurrence has as yet taken place.

OSTEOCLASIA.

Osteoclasia was performed four times, in each case Thomas's
osteoclast being used. Two of the cases were for double genu
valgum in children aged 5 and 7 (Nos. 917 Kenton and 737
Lawrence). The knock-knee was in both cases due to rickets.

After the femora had been fractured the limbs were placed in

a Hamilton's splint and a weight extension of four to five

pounds applied. Nothing eventful occurred. Both children
suffered as usual from pain in the abdomen and back for the
first few days, but there was no pain to speak of at the seat of

fracture. The bruising of the soft tissues, as is usual, quickly
disappeared. Of the other two cases, one was for bowing of

the bones of the leg due to achrondroplasia. The girl, aged 15
(No. 786 Lawrence), was stunted in appearance and had the aspect

of a child of ten. Ten years ago it was first noticed that her
limbs were not growing in proportion to the trunk and her legs

became bowed. Lately all the bones had become very thick

and the bowing of the legs had increased. Her height was
only three feet eleven. Her arms were short and thick and



292 Operation Cases from Mr. Walsham's Wards.

the fingers thick and stumpy. The head was flattened from
before backwards and increased in size laterally. She had two
sisters who suffered from a similar condition. The tibia and
fibula on each side were broken with the osteoclast, straightened,

and put up in plaster of Paris. The fractures united readily

and the patient was discharged greatly improved on the eleventh
day after the operation.

The last case, a laundress aged 25 years (No. 826 Lawrence),
was one of ankylosis of the right knee in a position of extreme
valgus, the leg being at an angle of about 45° with the thigh.

The whole limb was much wasted, and shortened a quarter

of an inch. The right knee had been stiff since childhood ; the
wasting of the limb was the result of infantile paralysis. She
was unable to walk without a crutch or stick. The right femur
was broken in its lower third with the osteoclast and the limb
put up in a Listen's splint with a weight extension of 6 lbs.

The bone united firmly and she was discharged greatly im-
proved. A deep slough separated on the inner side of the

thigh, presumably caused by bruising from the osteoclast.

OPERATION FOR MALUNITED FRACTURES.

Four cases of malunited fracture, three about the ankle, were
treated by wrenching under an ansesthetic, with the addition of

division of the tendo Achillis in one case. All were greatly

improved and left the Hospital walking well.

Case I.—A woman aged 39 (No. 689 Lawrence) six months ago
injured her foot mounting a bicycle. A sprain was diagnosed

at first, later a fracture of the fibula, and the leg put up in

plaster of Paris. Her aiikle had been stiff since. On admis-

sion her ankle presented well-marked signs of Pott's fracture.

The foot was wrenched, but no good movement could be
obtained till the tendo Achillis was divided. Adhesions were
then broken down and the foot placed in plaster in a good
position. The result was excellent.

Case 2.—A woman aged 41 (No. 107 1 Lawrence). She broke

her left ankle twelve months ago and was in a hospital for six

weeks. Since then the ankle has always been stiff and fixed

in a semi-extended position. Good movement followed the

wrenching.

Case 3.—A woman aged 64 (No. 811 Lawrence). Nine weeks
ago she hurt her ankle, and has since been unable to move the

joint or get about without a crutch. She was much improved
with the wrenchiug and left the Hospital without a crutch.
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Case 4.—A boy aged 10 (No. 2063 Kenton) had his elbow
wrenched for a T-shaped fracture of the lower end of the

humerus and separation of the olecranon. The position of the

fragments was corrected as far as possible, and he left the

Hospital much improved. A skiagram had revealed the exact

condition of the parts.

EXCISION OF THE COCCYX.

Excision of the coccyx was undertaken in a woman aged 18

(No. 829 Lawrence) for long-continued coccydynia.

The affection was caused by a fall on her back, and was
attended by the usual symptoms of pain on sitting and rising.

An incision was made in the middle line over the coccyx, and
the muscular and ligamentous connections having been severed,

the bone was removed. It was found to have been fractured

and ununited, but no crepitus was felt previous to the operation

with a finger in the rectum and the thumb over the bone.

She was completely relieved of her pain and disability.

In the performance of this operation care should be taken to

keep the knife in close contact with the bone, so as to avoid

the risk of injuring the rectum.

OPERATIONS ON THE URETHRA AND RECTUM.

The operations for perineal abscess and fistula in ano call

for no comment. An internal urethrotomy was employed once
for an obstinate stricture which could not be dilated beyond
the size of a No, 5 catheter. Otis' urethrotome was used. No
bad symptoms followed. The patient was discharged passing a

No. 10 catheter for himself.

A case of multiple polypi of the rectum was transferred from
the medical side. The patient was a boy aged 17 (No. 857
Rahere and Kenton), but having the appearance of a boy of

9. The condition of the rectum was almost identically similar

to that described by Sir Thomas Smith in the Hospital Reports

for 1887. But none of his relations were found to have ever

suffered in the same way, as was the case in Sir Thomas Smith's

patient, and in another patient who was under my care in the

Hospital some year or so ago. The chief trouble was continuous

and excessive diarrhoea. As many of the polypi were removed
as possible, but a large number remained. The boy's condition

improved wonderfully and the diarrhoea completely stopped.

The danger of this condition is the liability of one or more of

the polypi to become epitheliomatous as age advances. This
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actually occurred in my patient above referred to, and in his

sister who was under the care of Mr. Berry at the Royal Free

Hospital. Another near relative of the patient was also said to

have suffered from a similar condition, and to have ultimately

died from cancer of the rectum.

OPERATION'S ON MUSCLES, TENDONS, AND FASCIAE.

Subcutaneous Division of the sterno-mastoid for wry-neck
was performed on a girl aged 7 (No. 926 Lawrence). The
wry-neck was of congenital origin, and the sterno-mastoid was
much contracted. It was divided subcutaneously in four places.

Through one jouncture the sternal portion was severed ; through

a second, just outside the muscle, the clavicular portion was
divided ; and through two punctures in the region of the mastoid

process the insertion of the muscle was cut through. The head

was then over-corrected and maintained in this position by a

bandage and sand-bags. On the thirtieth day she was allowed

to get up, her parents instructed as to what exercises should

be practised, and a poro-plastic cervical collar ordered to be

worn for six months.

Over-extension after division of the sterno-mastoid for wry-

neck is, I consider, an important point in the treatment. It

considerably lessens the time that mechanical after-treatment

may be required, even if it does not do away entirely with the

need for any subsequent mechanical extension. In the case

above reported the contraction was severe. Hence it appeared

desirable to employ a light poro-plastic collar for some six

months to prevent a relapse. Exercises which consist in forcibly

moving the neck in various directions, whilst the patient resists

the- surgeon's efforts, should be practised to restore the muscular

tone, not only in the divided sterno-mastoid, but also in other

of the cervical muscles. It is well that the exercises should be

begun some weeks before the tenotomy is performed, as in this

way the after-treatment is further shortened.

Much has been written of late of the danger of subcutaneous

puncture, and this method has been abandoned by some surgeons

in favour of the open division. I have done both, but prefer the

subcutaneous in that it leaves practicallyno scar, whereas afterthe

open incision at the best a linear scar must be left, and sometimes

even a considerable cicatrix which I have known become keloid.

If the subcutaneous division is done, as it was in this case, by
opening the sheath of the muscle, and then taking care as the

director is passed beneath the muscle that it is kept between
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the muscle and the posterior layer of the sheath, there appears

to be little risk. The veins lie behind the sheath, and thus

protected can hardly be injured. The chief risk, it need hardly

be said, is a wound of a vein, followed by the entrance of air

and sudden death, an accident which happened many years ago
to a surgeon of this Hospital.

Shoktening of the Peeoneus Longus for Dislocation of
ITS Tendon was performed on a woman aged 23 (No. 1613
Harley). Ten months ago she slipped and hurt her ankle. It

was bandaged without effect, the tendon of the peroneus longus

constantly slipping out of its groove on to the external malleolus

and causing her great pain and lameness. An incision was
made over the back of the external malleolus, the tendon ex-

posed, half an inch removed, and the ends dovetailed together

and united with fine silk sutures. The foot and ankle were
then put up in plaster of Paris. Healing by the first intention

was obtained, and the patient was discharged cured on the

twenty-first day after the operation.

When the tendon is found, as in this case, distinctly elongated,

a much better result is obtained by shortening the tendon than
by attempting to form a new groove for it by turning down a

flap from the periosteum covering the external malleolus. In
a case treated in this way some eighteen months ago, the tendon
after a few months again became displaced, dragging the new
groove with it. Shortening the tendon, however, at a subse-

quent operation cured the condition, as in the present case.

The Paljiar Fascia was divided subcutaneously in one hand,

and dissected out by open incision in the other, for Dupuytren's

contraction in a man aged 50 (No. 1244 Kenton). Four subcu-

taneous punctures were made in the right hand, and the second

and third fingers, which were contracted, released. An- incision

two and a half inches long was made over the third metacarpal

bone in the right hand, and the contracted fascia dissected away.

Opposite the fourth finger of this hand the fascia was divided

by subcutaneous punctures. The result was excellent in both

hands, and there appeared nothing to choose between the two
operations. Immediate extension in each case was employed,

and the hands fixed on a dorsal splint.
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OPERATIONS FOR DEFORMITIES OF THE FEET
AND TOES.

AsTRA-GALECTOMY was undertaken in "a girl aged 4 years

(No. 779 Lawrence) for relapsed talipes varus congenitalis of the

left foot. Numerous tenotomies had been performed elsewhere,

and Phelps' open incision had been practised at a Children's

Hospital without any improvement. The astragalus was removed

through Lund's incision, and some portions of the adjacent

bones, namely, the os calcis and external malleolus, had to be

excised to permit of complete rectification of the foot. Some
slight suppuration occurred, but the wound healed steadily.

Massage and passive movements were begun. She was dis-

charged with the foot in a greatly improved position, and with

fair movement at the ankle-joint. The case is of interest as

another example of the ultimate failure of Phelps' open incision

method to permanently rectify congenital varus. The bones

not having been attacked, the scaphoid, as the wound contracted,

had been gradually drawn again into its faulty position around

the inwardly inclined head of the astragalus. On the removal

of this bone the articular surface of the head was found to look

almost directly inwards, as is commonly the case in this

deformity.

Shortening of the Tendo Achilis was employed for elonga-

tion with resulting talipes calcaneus, following a tenotomy of

the tendon for talipes equinus ten months previously, in a man
aged 20 (No. 1338 Casualty). A Y-shaped incision was made over

the tendon, as devised by Willett, the tendon divided, the ends

shaved off obliquely, the upper retaining its skin connection,

the lower its deep connections, untouched. The rawed surfaces

were then brought together and secured by four sutures passed

through the skin and tendon. The skin wound at the end of

the operation thus became V-shaped. The foot was put up in

plaster of Paris in the extended position. Primary union

ensued, and the patient was discharged cured.

Excision of the Head of the Metatarsal Bone of the

Great Toe was employed for Hallux Valgus in a man aged

18 years (No. 1260 Kenton). The incision was made on the

inner side, the enlarged bursa dissected out unopened, and the

enlarged head of the metatarsal bone removed by bone forceps.

The toe was then corrected, and the wound, which was com-

pletely closed, united by primary intention. Good movement
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was obtained. The patient was discharged cured of his

trouble.

This is an admirable operation if passive movement is begun
early, and leaves the patient with a very useful joint. I have

seen no trouble from the interference with one of the piers of

the so-called plantar arch, and have obtained much better

results than by the removal of the base of the first phalanx,

which has been highly recommended as a substitute for excision

of the head of the metatarsal. The danger of the arch sinking

and the foot becoming flat is, I believe, theoretical rather than

real.

I would emphasise the importance of removing the bursa, if

possible, unopened. Where this precaution has been neglected

I have known septic trouble to occur, and inflammation and
suppuration spread through the sole of the foot, necessitating

numerous incisions, and a stay in Hospital for upwards of three

months.

Operations for Hammer-Toes were performed twice. In

one case, in which the second and third toes of the right foot

were affected, an oval incision was made over the first inter-

phalangeal joint ; the heads of the first phalanx forced out of

the wound and cut off. The corns and bursee on the dorsal

aspect of the joints were then dissected out, and the toes secured

on a gutta-percha splint. The wounds healed by the first inten-

tion, and the patient left the Hospital with the deformity

corrected, with good movement of the joints, and without pain.

Excision of the head of the first phalanx is perhaps the best

operation for this troublesome affection, as it leaves a movable

toe in the straight position, and is not followed by a relapse, as

is so frequently the case after the subcutaneous division of the

contracted ligaments. It is the operation par excellence for

those who wish to enter the Services, amputation of the toe

excluding the candidate.

Division of Extensor Tendons for Claw-Toes was per-

formed in a man aged 19 (No. 920 Kenton). All the toes of both

feet were affected. The long extensor tendons of all the toes

were divided subcutaneously, and the bursa removed from over

the metatarso-phalangeal joint of each great toe. The toes

were then extended and bandaged in that position on to a

splint provided with slots.
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EEMOVAL OF TUMOURS.

Eight operations were performed for the removal of tumours
in various parts of the body. They comprised a myeloid

sarcoma of the head of the humerus, a neevus in the neighbour-

hood of the parotid gland, a bursal swelling over the head of

the fibula, two prepatellar bursse, an adenomatous growth in

the thyroid gland, a cystic adeno-fibroma of the breast, and a

growth in the perineum, probably due to filarious obstruction of

the lymphatics.

The Myeloid Sarcoma occurred in a man aged 24 years

(No. 1 806 Kenton). The swelling had been noticed one year, and
was said to follow a blow. It was situated in the head of the

left humerus. It was removed locally, and was about the size

of a cricket-ball. The circumflex nerve had to be divided

during the operation, and at its conclusion was sutured. The
deltoid, which had also to be incised in a vertical direction, was
sutured with kangaroo-tail tendon. No drain was employed.

Union ensued by the first intention. The movements of the

shoulder-joint were excellent.

The NtEVUS occurred in the parotid gland of a child aged 5

months (No. 998 Lawrence). It was very difficult to remove on
account of its intimate relation with the branches of the facial

nerve and the acini of the gland. An abscess formed in the

parotid in the course of healing, probably as the result of

infection through the acini and ducts of the gland, which
were unavoidably laid open during the operation. Some facial

paralysis was noticed just after the operation, no doubt as the

result of pressure on the nerve, but this had passed off when
the patient was discharged.

The Bursal Swelling occurred in a man aged 53 years (No.

2053 Kenton), and was situated to the inner side of the head
of the left fibula. It extended deeply amongst the anterior

muscles down to the interosseous membrane. At the operation

no communication could be made out with the knee-joint.

The bursa was dissected out, and the wound healed by the first

intention. Four years previously a similar swelling had been
removed from the same situation.

Two Enlarged and Nearly Solid Prepatellar Burs^ were
removed through a vertical median incision in patients aged
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20 and 23 respectively. The cases call for no comment. Both

wounds healed by the first intention.

The Adenoma of the thyroid occurred in a foundry-labourer

aged 25 (No. 1690 Kenton), and had been noticed eight years.

It was situated in the left lobe. An incision was made over the

swelling through the attenuated thyroid down to the capsule of

the growth, and the tumour, which was about the size of a

walnut, enucleated without difficulty. The wound healed by
first intention.

A Cystic Adeno-Fibroma. of the breast was dissected out from

a woman aged 47 (No. 1427 Lawrence). The wound healed

by the first intention. The case presented nothing of particular

interest.

The Perineal Tumour occurred in a man aged 44 years (No.

1 201 Harley),who had lived for the last twentyyears in Demerara.

In July 1 896 he had had a small warty growth of five months'

standing removed from the left side of the prepuce. It was
subsequently twice removed at intervals of six months. In

February 1898 the present condition began to appear and to

gradually get worse.

On admission, the patient had incontinence of feeces.

Numerous hard nodules were situated in the left corpus

cavernosum and along the course of the dorsal vein, and a

hard mass the size of an orange in the perineum. Per rectum,

hard cord-like masses were felt running from the prostate up
the pelvic wall. On one occasion filaria were found in his

blood at night. On two occasions portions of the growth were
scraped and other portions dissected away. The material was

very like sebaceous matter. The wound healed well. The
patient left improved in general health, but the local condition

was much the same.

EXTIEPATION OF TUBERCULOUS GLANDS.

Extirpation of tuberculous glands in the neck was performed
five times. In four of the cases suppuration had occurred, and
in one caseation had begun. In one, a female aged 21 (No.

843 Lawrence), a sinus two inches deep extended to a mass
of enlarged and breaking-down glands deeply seated under the

sterno-mastoid. An incision was made around the sinus com-
pletely embracing the unhealthy skin, and the sinus with the
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glands dissected cleanly away. The wound healed, leaving a

mere linear scar, to the great improvement of the appearance of

the patient's neck. In one case, a man (No. 982 Harley) with

a huge mass of glands on both sides of the neck, extending

from the jaw downwards into the carotid triangle, a long and
tedious dissection was required, as suppuration had already

begun, and adhesion to the surrounding tissues had taken

place. One side suppurated ; the other healed by the first

intention. The suppuration occurred on the side first operated

upon, and appeared to be due to the wound, in spite of precau-

tion, having become infected with the patient's saliva, which
escaped from his mouth in considerable abundance while his

head was turned to that side during the second operation. It

would perhaps have been better to have operated on one side

at a time. All the wounds did well.

OPENING AND SCRAPING OF TUBERCULOUS
ABSCESSES AND SINUSES.

A man aged 25 (No. 1700 Harley) was admitted with a large

psoas abscess. He had had pain in the lumbar region for six

months, but there was no angular deformity. The abscess had
been noticed for three months. The swelling was aspirated and

24 ounces of purulent fluid drawn off. Five days afterwards

the abscess was opened, thoroughly scraped, filled with iodo-

form emulsion, and closed. On two subsequent occasions it

was aspirated and injected with iodoform emulsion, and finally

healed. The patient left the Hospital apparently quite well.

A girl aged 6 (No. 745 Casualty), with a tuberculous abscess

about the extensor tendons of the right wrist, was treated by
scraping and iodoform emulsion. She left the Hospital much
improved.

A woman aged 66 (No, 1246 Coborn) was admitted with a

large swelling at the back of the right shoulder-joint of eight

months' duration. Some pus and caseous matter was let out,

the cavity scraped, injected with iodoform emulsion, and the

wound closed. Subsequently a swelling appeared in front of

the shoulder-joint. This was opened, and a large quantity

of a yellow glairy, semi-purulent fluid was evacuated. The old

cavity was also reopened, again thoroughly scraped, and both

cavities irrigated with iodoform emulsion. Both wounds after

this healed soundly. Although no actual communication with

the shoulder-joint could be discovered, it was thought that the

swellings were connected with it, and that they were due to

protrusion of the synovial membrane (Baker's cysts).
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Tuberculous sinuses were healed by scraping and injection of

iodoform emulsion in three patients. One only presented any

point of particular interest. His liver reached to the iliac

crest, and was evidently lardaceous. It rapidly decreased in

size as the sinuses healed, and after a sojourn at Swanley the

patient made a complete recovery. He had suffered from

tuberculous disease about the sacrum for fifteen months, and

was apparently dying when the scraping was performed. The
operation was very thorough and prolonged and the shock

great, but the convalescence after the first few days was very

rapid.

A case of suppurating palmar hursal ganglion in a woman
aged 67 (No. 1509 Harley), made a rapid recovery after

scraping out the cavity and injecting iodoform emulsion.

Seqtjesteotomy was performed in one case for long-standing

necrosis of the femur, probably of tuberculous origin, but re-

quires no special comment.
Removal of portions of the fourth, fifth, and sixth rils were

performed for an old empyema. The empyema healed slowly,

and the patient was sent to Swanley.

LIGATUEE OF POPLITEAL ARTERY.

The popliteal artery was ligatured for aneurysm of the right

popliteal in a man aged 34 (No. 1636 Kenton). The aneurysm

was about the size of a hen's egg. There was a probable

history of syphilis ten years ago. An incision was made over

the upper part of the popliteal artery through the upper part

of the popliteal space. The vessel was very deeply placed and

was with much difficulty exposed. It was tied with a silk liga-

ture. A drainage tube was placed in the wound, which healed

by the first intention. The aneurysm gradually hardened and

decreased in size, and the patient was discharged cured on the

forty-second day.

The popliteal artery was chosen because ligature of this

vessel has been found to lessen the risk of gangrene, and holds

out a greater certainty of cure. Gangrene, it is evident, is less

likely to occur when only the popliteal is obstructed close to

the aneurysm than when both the popliteal and femoral are

blocked and two sets of collateral vessels have to be brought

into plav to carry the blood into the leg beyond the aneurysm,

namely, one set from the femoral above the ligature to the

femoral below, and another set from the femoral and popliteal

between the ligature on the femoral and the aneurysm to the
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vessels below the aneurysm. Recurrent pulsation and passive

enlargement of the aneurysm without pulsation, which were
not infrequent with us when ligature at the apex of Scarpa's

triangle was our routine treatment, are due to a too free

blood supply to the aneurysm in consequence of the length

of vessel between the point of ligature and the sac. On the

other hand, when the popliteal is chosen, the collateral vessels

entering the artery between the ligature and the aneurysm,
though too few in number to supply sufficient blood for re-

current pulsation or passive enlargement to occur, are still

sufficient to ensure some circulation through the sac, and hence
the formation of an active instead of a passive clot. As we all

know, John Hunter taught that the artery was more likely to

be atheromatous in the neighbourhood of the sac than at some
distance from it. Subsequent observations, however, have
shown that the popliteal is as often as not quite as healthy as

the femoral. Before the days of antiseptics, ligature immediately
above the aneurysm was no doubt attended with greater risks

than was the Hunterian method, inasmuch as the connections

of the sac were liable to be disturbed, and if the wound became
septic, inflammation and sloughing of the sac, in addition to

secondary hsemorrhage in the artery at the seat of ligature,

was no doubt to be feared. With our modern surgical treat-

ment these accidents need no longer be taken into serious

consideration.

With regard to the steps of the operation of ligaturing the

popliteal, this was the first occasion on which I had cut down
upon it through the centre of the ]3opliteal space, and it will be
the last. It is certainly one of the most difficult operations

that I have ever had to perform. The patient was a stout,

thick-set, muscular man ; the vessels lay at great depth from
the surface, and the vein was intimately adherent to the artery,

and required delicate dissection in a most awkward position to

be freed without wounding its walls. Hitherto I have tied the

popliteal artery with the limb lying on its outer side, taking

the semi-membranosus as my guide. This method is almost if

not quite, as easy as is ligature of the femoral at the apex of

Scarpa's triangle, and is the one I shall certainly keep to in

future.



NOTES ON

SOME CASES AT THE GERMAN HOSPITAL.

BY

F. PAEKES WEBER, M.D., F.R.C.P.

[Physician to the German Hospital, Dalston).

The following short notes on in-patient and out-patient

cases have mostly been selected on account of certain clinical

features. I am quite aware that many of the observations are

very incomplete, but shall be satisfied if some of them are

found to be in any way of use.

I.

—

Sudden Disappearance of Long-continued Renal Dropsy—
Linem Alhicantes and the Lines of Skin-cleavage.

A German workman, A. S., aged 28, was admitted July 7, 1896, with
nej)liritis and cedeina. The urine contained much albumen, with blood

casts, fatty casts, and granular casts. The daily amount of urine was
much decreased, averaging between 400 and 900 c.c. in twenty -four hours.

The dropsy afterwards got worse, and the distension of the skin over the

lower part of the body was excessive.

Treatment consisted chiefly in rest in bed, milk diet (at least at first),

and hot baths followed by sweating. Aperients were hardly needed, as

there was already a tendency to diarrhoea. Southey's trocars were once

or twice used for tapping the cedema. The same condition lasted for

many months ; sometimes the baths were discontinued. About the com-
mencement of March 1 897 the dropsy began to subside, and within a few
weeks ^ it had disappeared altogether.

1 It is possible that the final disappeaiance of the remains of the dropsy may
have been accelerated by allowing the patient to get about a little. In some
chronic cases of renal dropsy there comes a period when, in spite of dropsy still

existing, moderate exercise seems to be useful. My father, Dr. H. Weber, tells me
of a young dropsical woman whom he saw many years ago at the German Hospital

with albumen and casts in the urine. After a prolonged period of dropsy, contrary

to advice she made up her mind to go back to Germany, and therefore, as a pre-

liminary, had to be allowed to get up and move about for a short time in the day.

To every one's astonishment the dropsy then gradually began to disappear, and in

a week or two, before she left the Hosjaital, she was free from dropsy, though there

was still some albuminuria. My father has heard recently that she has a situation

in Germany, and is doing well.
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. The uriue still contained a great deal of albumen, but tlie total amount
of iirine j^assed in the twenty-four hours was much greater than before,

averaging between 1900 and 2600 c.c. On one day Esbach's tube showed

4 per mille of albumen, when the amount of urine j)assed in twenty-four
hours Avas 2100 c.c. The greatest daily amount of urine registered was,

I think, 3400 c.c. In April the heart showed distinct signs of com-
mencing hypertrophy ; the apex beat could be felt in the nipple line in

the fifth intercostal space, and the impulse was rather heaving. Some
time afterwards the patient left the Hospital and returned to Germany.
When the dropsy suddenly disappeared, the skin over a great part of

the body was at first striped by small lineaj albicantes, though these soon
became very thin and indistinct. A good deal has been written upon the

natural lines of skin-cleavage. Experiments made on the dead body^
showed that if a pointed instrument like an awl (which must be circular

in section) be thrust into the skin and then withdrawn, the mark left is

not a small circular hole, but a minute slit. The direction of these

minute slits shows the lines of skin-cleavage, which depend on the main
direction of the bundles of connective tissue and the lines of tension in

the part. According to 0. Simon,^ the arrangement of the cutaneous
papillae, (first formed at a period when the connective tissue is already

fairly developed) corresponds also to that of the connective tissue bundles.

The maps of cleavage-lines have been iitilised by some surgeons in decid-

ing on the arrangement of their incisions through the skin.

It has occurred to me that the lines of skin-cleavage could

be more accurately mapped out, than they have been by
experiments on corpses, by observing the arrangement of the

lineae albicantes left after the sudden subsidence of dropsy.

The linese albicantes are, in fact, formed by a natural process

of skin-cleavage—that is, by separation of the main strands of

connective tissue together with the super-imposed lines of

cutaneous papillse.

In the present case, when the dropsy subsided, the linese

albicantes were seen on the whole to correspond fairly well

with the lines of skin-cleavage as represented in the diagrams

by Langer, &c. Over the abdomen and flexors of the joints

and some other parts of the body the directions of the linese

albicantes were observed to be much less regular, and gave

rise to the suspicion that the regularity of the cleavage-lines

has been somewhat exaggerated in published diagrams, though
doubtless in writings on the subject the complexity of the

lines in these positions has been duly acknowledged.

1 K. Langer, "Ueber rler Spaltbarkeit der Cutis," and "Die Spannung der
Cutis." Sitzungsherichte d. Kais. Acad. d. Wissensch., vols. xliv. and xlv., Vienna,
1862.

2 "Die Localisation der Hautkrantheiten histologiscli und kliniscli bearbeitet."

Berlin, 1873.
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II.

—

Sypldlitic Affection of the Lungs and Pleura.

P. S., aged 46, a fairly well-nourished married woman, had been under
treatment at the Hospital for secondary syphilis. About one year after-

wards she was sent into the Hospital by Dr. zum Busch, who had been
seeing her amongst the out-patients, and who believed she was now suffering

from a form of pulmonary syphilis.

For about four weeks before admission the patient had been troubled

with a dry cough, worse at night, with hardly any expectoration. No
history of previous chest disease.

Condition on admission.—There is a localised patch of bronchial breath-

ing in the left lower axillary region of the thorax. Over this patch

dulness to percussion is noted, and there is also some impairment of

resonance over the greater part of the infra-scapular region on the same
side. Pulse 64, regular. No fever. A localised gummatous affection of

the pleura and lung with a little pleuritic effusion would account for the

symptoms.
The patient was treated with iodide of potassium and given full diet.

In a few days the bronchial breathing could no longer be detected, but
some crepitation or scraping sound could be heard in its j)lace. The cough
soon ceased. The patient left the Hospital before the abnormal signs had
quite disappeared. The urine, when tested, contained no albumen and no
sugar. The patient's temperature was never found to be above 99° F.

III.— Osteitis Deformans (Pagefs Disease of Bones) ivith much Pain
— Some relief from Iodide of Potassium— G-reater relief

(though not permanent) from Fracture of the Shaft of the

most affected Bone.

E. R., aged 59, a strong-looking man, came for out-patient treatment in

1896. The right femur is the most affected bone, and is considerably

bent, but the left femur is also affected and slightly bent. His chief

complaint is of pains in the right thigh, but both shin-bones and heels are

likewise painful. The pains are rather worse at night than during the

day. There is no evidence that the bones of the head, trunk, or upper
extremities are yet affected.

History.—Patient was quite well till three years ago, when he began to

feel pains in the right femur. Two years ago he noticed that the right

femur was becoming bent. He has three healthy children, and denies

syphilis.

Treatment by iodide of potassium seemed to relieve his pains to some
degree. In 1897, however, he accidentally fractured the shaft of his right

femiTr, and felt less pain afterwards for some time. The fragments united

naturally. Dr. zum Busch, who has treated the patient recently, tells me
that the pains have been very troiiblesome again, and again some relief

has been obtained from iodide of potassium, though small doses of opiates

have likewise been employed.

IV.

—

Puerperal Polyneuritis, vnthout any special Septic Infection.

It is now recognised that pregnancy, without any distinct

septic change, may be a cause of peripheral neuritis. The
following case appears to be an example :

—

VOL. XXXIV. U
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E. L., a married woman, aged 29, admitted with, more or less paralysis

of all four limbs. The history is that five weeks before admission, she had
a fright, and two weeks later she aborted. Since then she had not been
able to get about. She suffered with pains and weakness in the limbs.

On admission there was paraplegia and symmetrical " foot-drop," and in

the upjjer extremities some radial nerve paralysis (with "wrist-drop") on
both sides. Sphincters not affected. The whole picture resembled very
much that of the ordinary alcoholic polyneuritis, but the mental condition
was normal, there was no loss of memory, and no history of the abuse of

alcohol. The thoracic and abdominal viscera appeared to be normal, and
there was no albuminuria.
Under treatment by rest in bed, with galvanism and massage to the

affected limbs, and small doses of strychnine, improvement was soon noted.

At first patient could not feed herself, but she soon recovered the iise of

her upper limbs sufficiently for this purpose. The lower limbs, which
from the commencement were more affected than the upper ones, were
slower in their progress towards recovery. After some time she was able

to walk easily with ci-utches, provided that the feet were kept from drop-
ping by replacing the natural action of the damaged flexor muscles of

the ankle-joints by plaster of Paris bandages or special elastic supports.

AVhen she left the Hospital (between three and four months after admis-
sion) she could walk to some extent without support of any kind and
without any kind of apparatus.

In this patient the whole skin gave me the impression of

being peculiarly thin and delicate. It occurred to me that this

delicate condition in the skin might be shared by the peri-

pheral part of the nervous system. The latter might be there-

fore peculiarly vulnerable to any toxins circulating in the blood,

even to those which are probably almost normal during the

pregnant condition.

It seems as if peripheral neuritis may result not only from
the ordinarily generally recognised causes, such as diphtheria,

typhoid fever, puerperal sepsis, &c., but also from a great

number of conditions in which toxic substances are circulating

in the blood. Amongst the latter group of actual or predispos-

ing causes may be placed the ordinary puerperal condition,

senility, the effects of exposure to cold, diabetes mellitus, and
even chronic constipation.^

Besides peripheral neuritis, spinal nervous affections may
probably occasionally follow pregnancy.^

Indeed, most toxic agents, such as lead, arsenic, alcohol,

&c., which are capable of causing peripheral neuritis, can at

times in some individuals give rise likewise to affections of the

central nervous system ; and the toxic agent, whatever it may
be in puerperal cases, forms no exception to the rule.

1 Vide A. Bernstein, in Wratsch, 1898, ^STo. 29, abstracted in St. Petersburger
Med. Woch.

2 Fi(ie "Two cases of disease of the spinal cord following pregnancy and labour,

under the care of Dr. J. B. Bradbury, with some remarks by Dr. F. Villy," Lancet,

1898, vol. ii. p. 324.
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Y.

—

Lingual Hemiatrophy of Uncertain Origin.

The patient, an unmarried woman, aged 22, came up as an out-patient
for anaemia. The riL,dit lialf of the tongue was observed to be wrinkled
and shrivelled. On inquiry, the patient told nie that the condition was
first noticed by chance by a doctor whom she consulted for anaemia four
or five years previously. When the hemiatrophy really occurred is quite
uncertain, but possibly it may have followed diphtheria, which she suffered

from at seven years of age.

VI.

—

Deviation of the Tonnue and Soft Palate, due to Overaction

of the Muscles on one Side.

The patient, G. C, a man aged 36, came as an out-patient for bronchitis

and dyspepsia. The peculiarity in regard to the tongue was noticed
casually. When at rest, little if any difference can be detected between
the two halves of the tongue. During movements, however, the excessive
action of one half of the tongue and soft jaalate becomes noticeable. There
then appears to be a condition of lingual hemispasm, the deviated tongue
ending in a point, very iinlike the condition in cases of lingual hemi-
atrophy. I could find no cause to account for the phenomenon.

VII.—" Primary"' Internal Hydrocephalus in the Adult.

R. D., aged 21, a tailoress, born in Russia. Admitted June 1898.
Eight days before admission patient began to suffer from headache and
attacks of vomiting. The headache was at first frontal and then occipital.

She gradually got weaker, and just before admission had retention of

urine. The general practitioner who had her sent to the Hospital sus-

pected a cerebral abscess. On admission, the pupils were found not to

react to light and to be very small. There was cervical rigidity. Tem-
perature 98.8° F. Pulse 84, slightly irregular. Urine, sp. gr. 1020 ; no
albumen or sugar. Knee-jerks natural. The patient died shortly after

admission.

Necropsy.—The ventricles of the brain were distended with sei-ous fluid

and the convolutions were flattened. There was apparent slight thicken-
ing of the pia-arachnoid at the base of tlie brain, but nothing distinctly

abnormal could be found. The lining of the lateral ventricles appeared
slightly granular, but a microscopical examination showed nothing note-
worthy. No disease was found in the heart, lungs, &c.

Many similar cases have been recorded, but very little is

known as to the origin of the condition. Gowers^ says :
" In

some cases, however, the effusion into the ventricles is the only
pathological change in an affection of acute and febrile course.

The external meninges are healthy ; the choroid plexuses may
be the seat of distinct inflammatory changes, and the lining

membrane of the ventricles may be finely granular; the adja-

cent brain tissue is softened, and the brain substance and
convolutions are compressed. There is no indication of any

1 Diseases of the Nervous System, 1893, vol. ii. p. 584.
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processes of which the effusion could be a mechanical conse-

quence, such as is an occasional cause of chronic hydrocephalus.

The symptoms during life are those of an acute inflammatory

disease, and resemble very closely those of tubercular menin-
gitis. Hence it is commonly assumed that they are due to

a ventricular meningitis, affecting chiefly the choroid plexuses,

and causing an abundant effusion of serum. Although the

pathology of the cases is obscure, no better explanation has yet

been given."

The symptoms are not always equally acute. All cases.can-

not be fitted into the same theory. There may be threatening

symptoms, such as chronic headache and drowsiness, preceding

the final attack.^ In the case of a boy aged i6, recorded by
Dr. F. Taylor,2 the fatal internal hydrocephalus was only an

exacerbation of a condition of chronic hydrocephalus, which

had probably existed from early childhood.

Ylll.-^Supraniidea?' Facial Paralysis due to Syphilis, the Paralysis

of one side of the Face being preceded by Attaclis of Spasm
tin the other side.

J. G., aged 27. Admitted 8th of November. The patient, a well-

built, strong-looking man, liad had sj^'philis two years ago. During the

fortnight previous to his admission he had suffered from attacks of spasm
affecting the left side of the face, and accompanied by a sensation of

choking.

On admission there was marked paresis of the right side of the face,

confined to the lower part of the face only. The speech w.is drawling, as

in bulbar and "pseudo-bulbar" parah'sis. There was complete absence

of palatal reflex, though the palate was not ]mralysed, and there was no
loss of sensation in the pharynx. No paralysis of the sixth cranial nerve.

No optic neuritis noted. The orbicularis oris is affected with the rest of

the lower face. Knee-jerks natural. No disease found elsewhere in the

body. Urine, sp. gr. 1026 ; no albumen or sugar. No fever.

Mercurial inunction was begun immediately on admission, and iodide

of potassium was given in 15-grain doses three times a day. In a few
days the paralysis and other abnormal signs had disappeared, with the

excej)tion of the absence of palatal reflex, which persisted. No laryngo-

scopical examination or other irritation induced any movement in the

palate.

Owing to the type of the facial paralysis, I think it must have

been a part of the motor tract above the nucleus of the facial

1 About 1887, when a student, a friend showed me a young man (set. 18) who liad

strange drowsiness, &c. , and who died with cerebral symptoms. The necropsy

revealed apparently primary distension of the ventricles with cerebro-spinal fluid.

There was a puffiness about the patient's face, and the case had been previously

diagnosed by a great authority as one of myxoedema. It suggests itself in this case

that symptoms due to internal hydrocep)halus may have been mistaken for the
apathetic condition, &c., of myxoedema.

2 Trans. Clinical Society, London, 1897, vol. xxx. p. 175.
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nerve wMcli was affected. It is difBcult to understand why the

paralytic symptoms were preceded by attacks of spasm on the

other side of the face, but I am told that in this respect similar

cases are known. The absence of palatal reflex and the tem-

porary affection of the speech I am inclined to regard as

" pseudo-bulbar " phenomena, such as sometimes occur in ordi-

nary hemiplegia from cerebral bfemorrhage.

IX.

—

A Case of Nov-progressive Disease on one side of the Brain.—
Alternation of a sensible Facial Expression with " Idiotic

"

Laughter or Grinning.

The patient, W. S. T., was shown by me at the Clinical Society in

Februaiy 1897. At that time, however, I paid little attention to the

alternating expression of his face, and it is to this point that I shall now
allude.

The patient's illness commenced very gradually several years ago.

When working for an examination at i8|- years old, his mother noticed

that he often used to laugh for no reason whatever. Hemiplegia com-
menced very gradually when he was nineteen years old, following, it is

said, a bicycle accident. Apparently the paralytic symptoms have not

increased during the last few years ; in fact, they seem to me less marked
now than when I first saw him, and when I brought him to the Clinical

Society.

There is no evidence of syphilis, either inherited or acquired. The
following notes are chiefly taken from the account in the ''Transactions

of the Clinical Society " for 1 887 :

—

The patient, aged 24, has left hemiplegia involving the left limbs and
the lower j)art of the left side of the face. The arm is most affected, and
shows signs of considerable trophic disturbance (especially tendency to

chilblains). There is not much rigidity. Knee-jerks are fairly natural

and eqiial. His speech is drawling, and has a somewhat nasal character,

owing to considerable paresis of the soft palate. There is no anaesthesia

of the pharynx, but there is absence of palatal reflex.

Although he has no voluntary power over his soft palate, and very
little over the left side of the face, yet when he laughs spontaneously

—

as he does with abnormal frequency—the left side of the face moves
equally with the right side,^ and the soft palate is firmly and briskly

drawn up. The electrical reactions of the paralysed limbs, as well as

those of the soft palate, have been found perfectly normal. By laryngo-

scopical examination the vocal cords can be seen to move freely.

The general condition of the patient improved somewhat with tonic

medicines and mild aperients for the relief of his constipation.

Diagnosis.—The very gradual onset of the hemiplegia appears to exclude

hsemorrhage or thrombosis as the cause, while the absence of optic neuritis,

as well as of other symptoms of a cerebral tumour, negatives the view that

the symptoms can be due to a new growth or a tui)erculous or gummatous
mass. I suppose that there may be some sclerotic or atrophic process

involving a great part of the right side of the brain. Syphilis cannot, of

course, be absolutely excluded.

1 It is characteristic of supranuclear facial paralysis that emotional movements
are affected less than voluntary movements.
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The affection of the speech and the absence of palatal reflex

do not prove that the affection is not confined to one side of

the brain. Pseudo-bulbar symptoms may occur with a lesion

on one side of the brain only. Marie and Kattwinkel ^ examined
fifty cases of left and fifty cases of right hemiplegia, and found
that in twenty-five of the left hemiplegias the pharyngeal reflex

was abolished, whereas it was absent in only two of the right

hemiplegias. The laryngeal reflex was abolished in 22 per

cent, of the left hemiplegias and diminished in 36 per cent.

The patient's frequently recurring "idiotic grin" may pos-

sibly be explained on the theory of alternating action of the

two sides of the brain. The patient may be supposed to think

and work chiefly with the left side of the brain—that is, the

good side. When, however, his attention is temporarily relaxed,

the right (diseased) side of the brain may be supposed to come
into action, the idiotic laughter evidencing the diseased con-

dition of that half of his brain. Manacem,^ thinking that the

left cerebral hemisphere is normally more active in the working
state and more exhausted during fatigue and sleep, has made
experiments, and found that on lightly tickling either side of

the face of sleeping persons, the sleeper made repellent move-
ments invai'iably with the left hand, if he was right-handed.

In eight left-handed persons, however, the right hand alone

was moved. In young dogs exhausted by deprivation of sleep,

reflex movements only occurred on one or other side, alternat-

ing periodically, as if one half of the brain were temporarily

asleep.

I must allow, however, that the recurrent laughter in the

present case need not be taken as evidence in support of any
theory of alternating action between the two halves of the

cerebrum. Some such theory is only put forward as a possible

explanation of the phenomena observed.

X.

—

Aphasia in a Cliild {Congenital or of very Early Life).

F. S., aged 5, was brought to the out-patient department in 1897. He
is a well-developed, good-looking, though delicate-looking boy, and can
understand what is said to him,^ though he cannot speak. He tries to

pronounce some words, but the sounds he utters in the endeavour are

more like those of a wild beast than an endeavour to speak the human
language. No abnormality noted in the formation of the palate or in

1 Vide Dr. Klippel in La Presse Medicate. January 29, 1898.
* Vide the abstract in Neurol. Centralhl., 1894, xiii. p. 913.
^ The hoy was taken into the Hospital temporarily for obsei'vation, and the

Sister of the Ward, who was able thus to observe the child, confirmed the view of

his general intelligence.
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other parts of the body. At two years of age the boy is said to have
had a " sunstroke," at least some illness which lasted about a week, and
during which ice-bags were applied to the head. Whether the aphasia
dates from this time, or is really congenital, I have not been able to ascer-

tain, and the question is an unimportant one. No methodical attempt has
yet been made to teach the child to understand writing and printing, but
he can write part of the alphabet and some numbers.

Amongst Dr. Gee's " Clinical Aphorisms " ^ is the following :

—

" Boys are sometimes very backward in learning to talk ; but
if a boy cannot talk at four years of age, he is, with a single

rare exception, either deaf and dumb or an idiot. The former
alternative can easily be excluded. The exception mentioned is

the condition of congenital aphasia!^ I have alluded to the
present case as practically, if not actually, affording an ex-

ample of the rare exception mentioned by Dr. Gee.

Spontaneous cure has been said to occur in some cases of

congenital aphasia. Herodotus narrates that the son of Croesus,

king of Lydia, who from birth had been unable to speak,

suddenly gained the power of speech to beg for his father's life.

Aulus Gellius gives the analogous case of a Samian athlete.

A quite recent case is vouched for by Dr. Bastian in his recent

book on aphasia,^ where Wigan's case is also fully quoted.^

Professor Drouot of Paris, I believe, recorded the case of a

child who remained dumb after a serious illness at the age of

two. When twenty-five years of age, however, this dumb
person suddenly uttered the woi'd " tabac," when he wanted
some tobacco, and afterwards was able to speak properly.

The last case, though perhaps not strictly one of congenital

aphasia, would seem to hold out some prospect of a sponta-

neous cure being possible in the boy whose case I have given,

and whose " dumbness " may likewise be due to an illness at two
years of age.

In regard to the possibility of the " dumbness " being due to a

bilateral lesion of the brain originating at birth, or during the

illness at the age of two, it seems to me unlikely that such a

lesion could produce dumbness unaccompanied by obvious
" pseudo-bulbar " symptoms.

XI.

—

Cerebral Haemorrhage in a Child.

Frederick M., aged 2^ years, admitted June 1896. He is said to have
fallen out of the perambulator on to his head three days before admission.

Since then there has been vomiting, &c., the symptoms commencing on

1 Sb. Bartholomew's Hospital Reports, 1896, vol. xxxii. p. 57, No. 256.
" H. C. Bastian, "A Treatise on Aphasia," London, 1898, p. 6.

A. L. Wigan, "The Duality of the Mind," London, 1844, p. 377.
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the same day as the accident. On admission : drowsy condition ; some
rigidity of neck ; ophthalmoscopical examination, negative. A few days
later the child was in a comatose condition, and there was complete
(flaccid) paralysis of the left limbs, with the head and eyes turned to the

right. The paralysed limbs became spastic on the next day. The right

pupil was larger than the left, but neither reacted to light. There were
recurrent fits of dyspncea, accompanied by dilatation of both pupils and
tetanic movements of the left arm. The child died on the eleventh day
after the supposed injury. At the post-mortem examination I understand
that a haemorrhage with a softened area of brain tissue was found involv-

ing the right internal capsule. There was no fracture of the skull, or any
lesion on the outside of the brain. The softened brain tissue around the

haemorrhage was examined microscopically for evidence of tumour, with
negative results.

XII.

—

General Paralysis of Adolescence.

S. W., aged 19, was brought to the out-patient department by his

father.

History (from the father).—The patient was quite well till one and a

half years ago. He is said to have been previously intelligent and normal
in every respect. Then tremors developed, which have been getting

gradually worse. He has been losing strength and falling off in mental
power. His memory is impaired. He is very apathetic, and does not
grumble.

Present condition.—The tremors when noticed affect all the limbs, and
are somewhat diminished by voluntary movements. The right pupil

reacts hardly at all to light or accommodation, but the left pupil, which
is sometimes the larger of the two, can be made to react thoroughly by
repeated stimulation of the retina, i.e. by repeatedly flashing the light into

the eye. No nystagmus. Knee-jerks just obtained. The mental con-

dition is as described by the father.

This is a fairly typical case of general paralysis occurring at

an early age ; but there is no history of congenital syphilis.

The case was not seen again.

Megalomania and other forms of insanity are apparently

less common in juvenile general paralysis than in that of the

middle period of life. Juvenile cases are therefore likely to be
brought to general hospitals for advice. I have also seen it

stated that typical megalomania is now less frequently noted

in ordinary cases of general paralysis than it formerly was. If

this be so, cases of ordinary general paralysis are likely to be

met with more frequently than formerly in the out-patient

departments of general hospitals. Actually, I believe, these

cases are not very rarely met with at general hospitals, and
students should learn the importance of recognising them.
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XIII.

—

Syringomyelia with very Asymmetrical Symptoms— History

of Traumatism.

S. J., a Polisli Jew, aged 43, was admitted in March 1897.
Condition on admission.—Considerable muscular atrophy in the left

upper extremity, most noticeable in the thenar and hypertlienar eminences.

In the affected muscles the ACC is equal to or greater than the KCC, and
only slow movement, instead of the normal sharp movement, is obtained

with galvanism. Eeaction to Faradism much diminished. Sensation to

touch is natural, but sensation to temperature is diminished over the

whole of the left arm, and pain cannot be felt over a limited area of the

hand. Some trophic disturbance noticeable in the fingers. The right

upper extremity is less affected, though there is certainly some atrophy in

the thenar and hyjperthenar eminences, with trophic disturbance resulting

from old whitlows in two of the fingers. Some spinal scoliosis has existed

for a long time. The man attributes the condition ot his left arm to an
injury received about four months ago (he thinks the left shoulder was
dislocated).

This case presents features similar to those of a stage in the

case of a patient (L. Tiirkheimer) described by J. Hoffmann of

Heidelberg in Volkmann's Sammlung Klin. Vortrdge, No. 20.

The symptoms of syringomyelia have been attributed to

traumatism in some cases, but in the present case the disease

w^as evidently of earlier date than the injury. The latter may,

however, have produced exacerbation of the symptoms by
causing some hemorrhagic effusion into the grey matter^ of

the portion of the cord already affected by syringomyelia. At
any rate, cases of this kind might give rise to difficult questions

in regard to insurance claims.

The patient was treated in the Hospital for eczema on the

left side of the chest. This soon cleared up under the use of

Hebra's ointment and rest in bed. The patient left the Hos-
pital soon afterwards.

XIV.

—

Functional {almost complete) Ancesthesia in a Man—Recovery

under Thyroid and Spermin Treatment.

0. Z., aged 21, a German, born at Eiga. Admitted April 1897. The
patient is a well-built, nmsciilar man, a stoker. On admission he
could practically feel nothing, except over a small area bordering on
the genital organs. The rectum was likewise unaffected, and the

patient could feel naturally when his bowels acted. ^ Owing to anaesthesia

1 Vide "Traumatism and Hsematomyelia as Causes of Syringomyelia," by Dr.

W. G. Spiller, International Medical Magazine, April 1896, p. 193 ; also "A Study
of the Lesions in a Case of Trauma of the Cervical Region of the Spinal Cord
simulating Syringomyelia," by Dr. J. H. Lloyd, Brain, 1898, Part I.

2 In another case of hysterical ansjesthesia, the absence of sensation during the

passage of a motion was particularly noted and complained of by the patient.
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at the back of the mouth and pharynx, any laryngoscopical examination

was peculiarly easy.

The patient told lis that he had been treated in a German military

hospital for three-quarters of a year. When he left the hospital he had
not quite recovered, and was freed from liability to military service.

Thinking that hysterical anaesthesia must depend on some slightly

abnormal condition of the nutrition of the cerebral cortex, and knowing
that both testicular and thyroid substance exercise a great effect on the

general metabolism and on that of the nervous centres, I determined to

try treatment by these substances in the present case. Moderate doses of

Burroughs, Wellcome & Co.'s tabloids were therefore employed.
Under treatment sensation gradually returned. On the 3rd May the

remaining ansesthesia was confined to the four limbs. It may be noted,

by the way, that the upper limit of the ansesthetic areas might be ex-

pressed by a band encircling each limb, like a garter or the ripper border of

a stocking, a condition (as Charcot has pointed out) almost pathognomonic
of hysterical anaesthesia. No disturbance of sensation could be detected

by the resident medical officer when the patient left the Hospital on
May 19.

It is quite possible that the treatment had nothing to do with the resto-

ration of sensation, which often occurs spontaneously, as well as by a great

variety of methods of treatment. It is only reasonable to suppose, how-
ever, that any drug like those employed capable of exercising a decided

action on nervous metabolism may be able to remove the functional

disturbance in the cerebral cortex, which probably forms the basis of

hysterical anaesthesia.

In the present case the patient had perhaps a "lymphatic"
tendency, for his tonsils were somewhat enlarged. He was
not apparently excitable, but rather of a phlegmatic type.

Hence the use in moderate doses of thyroid and testicular

substances, which excite metabolic activity, was certainly not'

contra-indicated. Of course no conclusions can be drawn from

a single case, but if these drugs are tried in cases of functional

angesthesia, patients in whom there is no special nervous excit-

ability or emaciation should be selected.

XY.

—

Faecal Vomiting, the Vomiting of Enemata, and the Symptoms

of hitestinal Obstruction in Hysteria—Spasm at the Lower
Orifice of the Boivel ivith Reversed Intestinal Peristalsis.

The following case was under the care of my colleagues, Dr.

Port and Dr. Michels, and it is to their kindness that I am
indebted for permission to describe it. Its study helps much
towards the correct interpretation of similar cases. A few
extreme cases of the same kind are found recorded in the

literature of the subject, and some of these I shall afterwards

allude to. Cases, however, presenting analogous symptoms,
though of lesser magnitude, are comparatively common, and
their correct interpretation is therefore of practical importance.
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R. S., aged 22, apparently a fairly healthy-looking woman, was admitted

into the Glerman Hospital, 19th October 1896. According to the history

given, the patient had been quite healthy up till the time of her marriage

in 1896. . On the night of her marriage she spat out some blood, and from

this time apparently the commencement of her hysterical symptoms must
be dated.

The chief of these symptoms are the following :—Vomiting (sometimes

with a little blood), distension of the abdomen, and great constipation.

There was no evidence that the idea of possible pregnancy had anything

to do with the distension of the abdomen, which was afterwards found to

disajjpear at once under chloroform. The vomiting persisted on and off.

At one time there was undoubtedly ftecal vomiting. On some occasions

when an oil enema was administered, some of the oil reappeared in the

vomited matter. In order to guard against imposture and to obtain an
accurate diagnosis, an enema coloured with methyl blue was administered

by the Sister. Some of the methyl blue appeared in the vomited matter

within ten minutes after the administration of the enema. Any decep-

tion on the patient's part was altogether impossible.

This observation and the history of hsematemesis furnished

reasonable grounds for supposing that a fistulous communica-
tion between the colon and stomach or duodenum might exist.

It' may be noted, however, that when the gastric contents were

evacuated by the syphon tube immediately after an enema
containing methyl blue had been administered, no methyl blue

was found to be present in the contents of the stomach. This

showed that the methyl blue injected by the rectum took at

least some minutes to reach the stomach. To make a long

story short, it may be stated at once that during the patient's

residence in the German Hospital two careful exploratory

laparotomies were performed. At neither of them, however,

was any abnormal condition whatever detected. One of the

laparotomies was performed below the umbilicus, the other

above. At the second operation the stomach itself was opened
and explored. On both occasions the wounds healed rapidly,

and no unsatisfactory results occurred. There may, indeed,

have been some temporary improvement in the general condi-

tion following the operation. The improvement, however, was
certainly not permanent, and the patient's condition varied

considerably at different times.

During the patient's residence in the Hospital her temperature

was found every now and then to be above the normal, and this

appeared to be especially the case when she was not being

closely observed. It was not, however, proved that she simu-

lated the fever by manipulating the thermometer. Before the

patient left the Hospital (4th February 1897), she looked well,

had a fresh colour, and moved about quickly, but was still

troubled with vomiting, constipation, and distension of the

abdomen.
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Afterwards she came under the care of Mr. Treves at the

London Hospital. Her symptoms there were much the same
as at the German Hospital, and so convinced was Mr. Treves
that some local disease might be present that he determined
to do a third laparotomy. This was actually performed, and
though the exploratory operation gave a negative result, no
evil consequences resulted, but, on the contrary, the patient's

condition seemed to be improved after the operation.

Mr. Treves has alluded to the case in his paper on " Abdo-
minal Section as a Medical Measure," read at the Medical
Society of London on 28th February 1898.^ The following is

the passage in question, which I will quote at full length, since

it amply confirms some of the points alluded to above :

—

" As an extreme instance of the second class of cases, in

which the symptoms conform to the manifestations of no known
disease, the following exam]3le may be given. The patient was
a woman aged 24, who was admitted into the London Hospital

under my care on February 5, 1897. The following was her

somewhat exceptional history :—She had been quite well until

twelve months before admission. A year ago she had been
seized with violent pain of a paroxysmal character in the left

side of the abdomen. This pain lasted some two or three hours,

and came on, as a rule, twice a day. The bowels became very
confined, and five months before admission she was seized with
fsecal vorniting. Previous to the onset of this vomiting no
action of the bowels of any kind had taken place for four weeks.

She was admitted into a metropolitan hospital and the abdomen
was opened. Nothing abnormal was found. For a week after

the operation she was perfectly relieved of all her symptoms
;

at the end of that time the symptoms of intestinal obstruction,

with f^cal vomiting and rise of temperature, returned ; it was
then noticed that injections given by the rectum were returned

almost immediately by the mouth. It was assumed that some
fistulous communication existed between the stomach and the

colon. A second abdominal section was therefore carried out

;

the stomach itself was opened ; no kind of communication be-

tween it and the bowel was discovered, and both viscera were
free of adhesions. As after her discharge from the Hospital

her symptoms of obstruction, with pain, fever, and vomiting,

still continued, she sought admission into the London Hospital.

Shortly after admission she exhibited definite hysterical attacks.

She had, by some means, acquired the power of causing the

mercury in the clinical thermometer to rise to the limits of the

instrument. One medical man who had attended her wrote to

^ Transactions of the Medical Society, vol. xxi. p. 224.
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say he had recorded a temperature of 110°. No action of the

bowels could be obtained. She would howl with pain for hours.

All food taken by the mouth was vomited ; nutrient enemata
were given by the rectum, but they also were vomited. A
careful investigation of this vomiting of enemata was carried

out by my House-Surgeon, Dr. Sears, with the aid of the Sister

of the Ward. An enema of castor-oil was given ; within ten
minutes from the time of the introduction of this drug into the
rectum the whole of the castor-oil, as demonstrated by actual

measurement, was vomited from the mouth, together with a
small scybalous mass. A few days later, in order to further

test this phenomenon, an enema of one pint of water stained a
deep colour by methylene blue was injected into the rectum by
the Sister in the presence of the House-Surgeon. The whole
of this enema, to the amount, that is, of one pint, was
vomited by the mouth in ten minutes. I was extremely
ill-disposed to carry out a third abdominal section. The only
excuse for it was that, while at the previous operations the
stomach had been carefully examined, an equally detailed exa-

mination had not been made of the colon. As the patient

resisted all forms of treatment, vomited all she took by the
mouth, vomited nutrient enemata, and had no action of the
bowels, and as she was becoming somewhat alarmingly feeble,

I resolved once more to carry out an abdominal section as a
forlorn hope. The abdomen was opened in the left semilunar
line above the level of the umbilicus. The rectum and the
whole length of the colon were examined with the greatest

care and minuteness, and found to be absolutely normal. Some
few adhesions existed around the scar of the wound in the
stomach, but. with this excejDtion, the abdominal cavity did not
exhibit any trace of disease. The patient thought fit to be very
ill after the operation, her respirations at one time reaching

140; she could not be induced to speak, and she went through
all the popular phenomena of dying with startling effect. As
these death-bed displays were not encouraged, she took finally

to screaming, and became so intolerable in the ward that she
was removed to an isolated room. The absence of an apprecia-

tive audience appeared to have an immediate effect upon her
symptoms, for she soon ceased to complain, the bowels acted
without difficulty, the vomiting ceased, the temperature remained
normal, and before she left the Hospital, on March 19th, she
may be said to have been perfectly restored to health. The
highest temperature she was able to develop while in the Hos-
pital was 109°. She had stated that she could produce this

heroic fever by very slowly squeezing the bulb of the thermo-
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raeter between her teeth. An attempt to produce this elevation

of the mercury by the means indicated only led, however, to

the destruction of two thermometers."

After leaving the London Hospital the patient again attended

the out-patient department of the German Hospital, where, in

September 1898, I saw her again whilst doing the out-patient

work for my colleague. Dr. Michels, during his temporary
absence. He has been treating her with small doses of arsenic.

She has gained in weight apparently, and seems healthy and
quite sensible in her manner. There was no longer any vomit-

ing, but a marked tendency to flatulent distension of the abdomen
still persisted.

It would be a mistake to suppose that extreme symptoms of

this kind are confined to the female sex, for this type of hys-

terical disorder is likewise found in men, just as most other

forms of hysteria are. The following case ^ from Professor

Senator's clinique in Berlin presents certain features in common
with those of the preceding case.

The patient, A. H., was a shoemaker, aged 29. He was
tolerably healthy up to the time of his military service in

1890. In this year by some accident he fractured one of his

left ribs. Whilst in the hospital for this injury he suffered

from obstinate constipation, which has persisted more or less

since then. When he recovered from the fractured rib he was
freed from liability to military service, and then visited a num-
ber of hospitals on account of his constipation. In 1893 ^® i^

said to have had fgecal vomiting, and in 1894 was supposed to

have intestinal stenosis. Besides persistent vomiting, severe

constipation, and distension of the bowels, with pain in the

lower left region of the abdomen, patient also suffered from
polyuria resembling diabetes insipidus. About the end of the

year 1894 an exploratory laparotomy was performed with

negative results. The patient's condition, however, was
temporarily improved after the operation. Later on he had
obstinate constipation for fourteen days, and a second laparo-

tomy was performed. A fibrous band was removed from the

peritoneum, but the surgeon thought that the presence of this

band had probably nothing to do with the symptoms. The
patient's condition again improved after the second operation,

and for some time he could again do his work. However, in

November 1 897 he was troubled with his old symptoms. In
January 1898 the patient was admitted into the Charite

1 Vide Strauss, "Hysteria Virilis unter dem BiMe der Chronischen Dnrmstenose.
Zweimalige Laparotomie." Berliner Klinische Wochenschrift, 1898, No. 38, p. 838.
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Hospital at Berlin, with obstinate constipation, continual

vomiting and distension of the abdomen. The bowels were

made to act and the vomiting relieved by energetic treatment,

namely, lavage of the stomach, enemata, and purgatives.

Morphium, to which the patient had already become accus-

tomed, was administered on account of the abdominal pains,

&c. In spite of the treatment a motion of the bowels was only

obtained about every four or five days. Every two or three

weeks there was an ileus-like attack, with persistent vomiting

and absence of any action of the bowels, not even the passage

of flatus. Lavage of the stomach relieved these acute exacerba-

tions. There was no genuine fsecal vomiting. The urine was
increased in quantity, of rather low sp. gr. and pale colour,

without albumen or sugar, and generally without much indican.

Sometimes there was retention of urine, lasting twenty-four

hours, when the bladder nearly reached up to the umbilicus.

This retention of urine was sometimes relieved by a hot bath,

but sometimes the use of a catheter was necessary. Other

occasional symptoms were dyspnoea, migraine, hiccoughing, &c.

On the 1 8th May 1898 there was a typical hysterical attack,

and then the great distension of the abdomen suddenly dis-

appeared. In the evening the bowels were opened spontane-

ously for the first time. After this the patient's condition was
much improved ; he could get about again, and his abdomen felt

flaccid
;
purgatives, however, were still usually necessary.

Gilles de la Tourette ^ has collected a number of cases pre-

senting analogous symptoms, including several examples of the

vomiting of enemata.

In a hysterical woman aged 27, Briquet ^ found that an enema
of coffee was partially returned by the mouth fifteen minutes

after its introduction per rectum. A coloured substance was
injected into the rectum to settle all doubts on the question,

and twelve minutes afterwards some of it appeared in the vomit.

The investigation was so arranged in this case that no deception

was possible.

There can hardly be a doubt that these phenomena are due

to a reversal of intestinal peristalsis. Jaccoud ^ records the

case of a hysterical woman who suffered for some days from

vomiting of fgeces. Every precaution was taken to avoid the

possibility of deception. Though the patient did not seem to

be gravely ill, this extraordinary vomiting, which Jaccoud

terms " buccal defecation," continued until the eighth day, when

1 Hysterie Paroxystique, Paris, 1895, vol. ii. p. 361.
2 Quoted by Gilles de la Tourette, op. cit., p. 363.
3 Ihid.
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the bowels began to act again in the natural manner. A few-

weeks afterwards this patient died of typhoid fever, and at the

necropsy nothing was discovered to explain the fsecal vomiting.

The ileo-cascal valve appeared natural in every respect.

Tullio/ in his paper on " Reversed Peristalsis," records a case

of this kind, where the intestinal movements could be observed

through the abdominal walls. The movements were noted to

start from the region of the sigmoid flexure, and to pass along

the colon into the small intestine. A lump then began to form
in the pyloric region, and continued to increase until, the pyloric

valve doubtless opening, vomiting took place. These intestinal

movements were increased when an enema was administered,

and ceased after it was vomited.

Many of the most typical symptoms of hysteria, such as

hysterical hemiplegia and hysterical anaesthesia, can be ex-

plained on the supposition of there being some disturbance in

the function of a portion of the cerebral cortex. Can reversed

intestinal peristalsis be explained in this way ? Obstinate con-

stipation in hysterical cases may often doubtless be attributed

to a spasmodic condition at the lower orifice of the bowel, a

condition which may possibly be brought about by disordered

action of the brain. It is further possible that this obstinate

spasm, and the accumulation of feeces above it, may give rise

to a reversed peristaltic action of the intestine, similar to that

caused by complete occlusion of the bowel by other means. This

supposition, on the whole, affords a satisfactory theory of faecal

vomiting and vomiting of enemata in hysteria. That ordinary

vomiting may be of cerebral origin is proved by its frequent

occurrence as a symptom in cases of cerebral tumour and other

diseases and injuries of the brain, as well as by its occasionally

taking place from psychical causes. A possible explanation of

the . faecal vomiting in hysteria is to regard it as due to an
extreme degree of the common nervous disturbance, which, in

minor cases, gives rise only to the usual form of hysterical

vomiting. In ordinary cases the movements of the upper
portion of the alimentary tract are affected, whilst in the

extreme cases the peristaltic action of the whole canal may be

reversed.^

1 Quoted by Gilles de la Tourette, op. cit.
, p. 366.

- Even in persons who are not hysterical the duodenum is often involved in the
process of vomiting, as is shown by the frequent presence of bile in vomited matter.

I have heard also, on medical authority, that in the case of a certain delicate

phthisical man, intractable sea-sickness led at last to a kind of faecal vomiting, as if

the whole alimentary canal had become affected with the reversed motion, which was
at first limited to the stomach. Other explanations can, of course, not be excluded
in this case.
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XYI.

—

Cirrhosis of the Liver—Effect of Peritoneal Adhesion in

Arresting the Symptoms of Hepatic Cirrhosis.

The patient, E. B., a cooper, aged 44, a large heavy man with old

cirrhosis of the liver, was admitted on the afternoon of the 1 8th October

1898, at about 3 p.m., in a collapsed condition, with severe dyspnoea and
duskiness of face.

History (gathered partly from patient and partly from relatives).—On
the previous day (17th October) patient had been to work as usual. Had
mussels for supper at about 7 p.m. The mussels are said to have been
absolutely fresh and of perfectly good appearance. He ate about fifty of

them, his wife had about twenty, and his two children about ten or more.

Neither his wife nor the children were ill after eating the mussels. The
patient is said to have slept for some time after the meal, and then to

have gone to a concert at about 9 p.m. He drank a good deal and was
drunk. During the night he had been vomiting, and had diarrhoea in the

morning. The man had had attacks of vomiting and diarrhoea on previous

occasions, and therefore probably less attention was paid to it than would
ordinarily have been the case, Patiunt became worse during the morning.
Pains all over the body and back of head. Later on he came by tramway
to the Hospital, and whilst sitting amongst the out-patients his condition

became much graver.

The man was put to bed and treated with subcutaneous injections of

camphor in oil. Owing to the history of the mussels, a little calomel was
given, and there were some motions of the bowels afterwards. I came to

see the man at about ten o'clock in the evening. He is a large heavy man
with a good deal of subcutaneous fat (said to have been much fatter formerly).

Eespiration about 40 in the minute, pulse about 108, regular, weak. Con-
junctivae suffused. The tongue is parched, the breath offensive, and there

is excessive thirst. Nothing special found by examination of the heart and
lungs. The liver is felt hard and fairly uniformly enlarged. No ascites.

Much subcutaneous fat over the abdomen, and some dilation of the sub-

cutaneous veins. The left leg shows superficial ecchymosis from a recent

injury. Some cedema of both legs, and a little over the sacrum. Urine
cannot be obtained for examination, as none is being passed at present.

A little later on his condition was no better, and owing to the dysp-
noea and probability of i^ulmonary engorgement, I decided on a small
venesection. After the withdrawal of about four or five ounces of dark
thick blood (which came slowly) from a vein in the forearm, the j^atient,

who had already spoken somewhat strangely, became anxious, excited,

and very violent, and great force had to be used to hold him while the

bandage was applied. Immediately afterwards he became stiff and his

face livid. Exit as.

Early History of the Case.—The patient was treated at St. Bartholomew's
Hospital (Luke Ward) in 1892, and ])r. Gee, under whose care he was,
has kindly allowed me to make use of the notes of the case. The following

is an abstract.

Past History.—Denies syphilis. Has taken freely of beer, but denies
excess of spirits. Dr. Gee himself notes " much spirits last ten years."

Patient was never laid up before.

Family History.—Father died of phthisis at age of 56. Mother died of

phthisis at age of 50.

About the 8th of January 1892, patient fell and struck the left side

of his chest. He was not laid up at the time. About 31st March he
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noticed a swelling of the abdomen. There was no pain in the belly, but
a sensation of tightness. There have been occasional attacks of epistaxis.

No hsemorrhoids. Was admitted to St. Bartholomew's Hospital on 23rd

May 1892.

Condition on Admission to St. Bartholomew's Hospital.—A strong plethoric-

looking man. Ascites. The abdomen uniformly distended. Congested
cutaneous venules. Legs slightly cedematous. Cardiac apex beat in 4th

intercostal space ; sounds normal. Friction over left base of chest. Pul-

sating jugular vein. Pulse somewhat jerking. Urine : sp. gr. 1028 ; no
albumen

;
pink urates.

On the 25th May paracentesis abdominis was performed, and I9|-

pints were withdrawn. The fluid was clear, not bloody, specific gravity

1020. The liver could then be felt about two inches below the ribs, hard
and uneven. The belly soon began to fill up again, and patient, who had
left the HosjDital, was readmitted on 23rd June with extreme ascites, and
with anasarca of the legs and scrotum. Paracentesis abdominis was again

performed, and 24 pints of clear serous fluid were withdrawn, sjpecific

gravity 1016. The edge of the hard and uneven liver could then be
felt about three inches below the costal margin. On 25th June there is

a note that the abdomen was filling fast, and on 28th June that the

oedema of the legs had nearly subsided. Patient however discharged him-
self and left the Hospital on 9th July 1892. The chart shows that the

temperature frequently rose to about 100° F. in the evening ; on two
evenings it was about 101° F. At iirst the patient received a draught
containing five grains of copaiba resin three times daily, and afterwards

the "Haustus Scoparii Co." of the St. Bartholomew's Hospital pharma-
copoeia three times daily.

After his illness at St. Bartholomew's the patient perhaps

took less alcohol. There was no return of the ascites. About
1893 he was severely ill with erysipelas. In October 1897, after

the death of a son, he began to drink more, and brought up
(from the stomach ?) a good deal of blood. I saw him then.

There was no ascites. A peculiar, very disagreeable odour of

the breath was noted. Since this time I understood from the

patient that he left off drinking, except that he sometimes took

gin, "to make his water run." According to his wife, however,

he was hardly ever really sober during the last months.

Necwpsy (20th October 1898 at 10.30 a.m.).

The body is that of a large heavy man. Face very livid.

Brain.—Nothing noteworthy ; weight about 50 ounces.

Lungs.—Engorged with blood. Weight of the two lungs about 64
ounces. Left lung very adherent to the diaphragm.

Heart.—Weight about i5i ounces. Muscular substance flabby. Much
dark fluid blood flowed out on cutting through the large vessels at the base.

No disease of the valves or of the coronary arteries.

Abdomen.—Universal peritoneal adhesion. The coils of intestines can
mostly be easily separated with the fingers. Mesentery thickened and
tough. The peritoneum over the liver and diaphragm is exceedingly
thickened and hard, but not so much as part of the capsule of the spleen,

which is of practically " cartilaginous " consistence.
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The Liver, after its separation from tlie peritoneum, weighed 89 ounces,

and showed a good deal of cirrhosis, most marked in left lobe. In this

lobe some little encapsuled nodules of uncertain nature were noted, which
projected from the cut surface. Microscopic examination of the liver

showed that the amount of the cirrhotic change was considerable, but
varied somewhat in different parts. There was no lardaceous change.
The nodules mentioned were found to be portions of hepatic substance
completely encapsuled by strands of cirrhotic tissue ; the liver cells in-

cluded in these nodules had undergone a degenerative change (chiefly

fatty degeneration).

The Spleen weighed about 1 1 ounces, and was enveloped in dense con-
nective tissue resulting from perisplenitis.

The Kidneys were large, and weighed together 22 ounces, the capsules
stripped readily. Microscopic examination showed some interstitial

nephritis. No lardaceous change.

The Stomach mucosa was dotted over with black specks (the remains of

former hsemorrhages ?).
** The organ was very adherent to the surrounding

viscera.

Memarks.—It has suggested itself that the original chronic

peritonitis, perisplenitis, and perihepatitis in this case might
have been due to the colon bacillus, the infection from the

intestines being facilitated by the diminution of the protective

action of the liver consequent on the hepatic cirrhosis.

In favour of the view that the peritoneal effusion, for which
the patient was treated in 1 892, was of an inflammatory nature,

is the relatively high specific gravity (1020) of the fluid first

drawn off, and the patient's tendency at that time to have fever

in the evening.

The present case may be considered as illustrating an apparent
arrest of the signs of hepatic cirrhosis following the formation
of peritoneal adhesions about the liver and spleen.

Into the question of how far the final symptoms were due to

the mussels which the patient had eaten I will not enter here.

With my treatment I can, unfortunately, not feel satisfied. The
pulmonary engorgement was probably due partly to weak action

of the left ventricle, and partly to imperfect action of the
diaphragm hampered by adhesions. The withdrawal of the
relatively small amount of blood (which, however, must always
come from the left ventricle rather than from the right ventricle)

may have altered the supply to the brain, and, together with the

patient's violent movements, may have led to the final syncope.





PEOCEEDINGS
OF

THE ABERNETHIAN SOCIETY

FOR THE SESSION 1897-98.

OFFICERS.

Mr. W, L. Brown and Mr. J. Hussey.

Vice-Presidents . . Mr. T. J. Hordek and Mr. A. L. OrmerOD.

Hon. Secretokries . . Mr. E. S. Hewer and Mr. H. Thurspield.

Additional Committee-men Mr. E. Talbot and Mr. J. Williamson.

July 8, 1897.

The Midsummer Meeting was held, Mr. Langdon Brown,

President, in the chair.

Dr. Norman Moore delivered his address on ' The Deaths of

the Kings of England.' The meeting ended with a vote of

thanks to Dr. Norman Moore, proposed by Dr. Maidlow, and

seconded by Mr. Gladstone Clark.

October 7.

The address given at the opening of the Session was de-

livered by Mr. Langton, and was entitled ' Some of those after

whom the Wards are named.' A vote of thanks was proposed

by Mr. Meakin, and seconded by Mr. Drury.

Mr. J, Hussey, President, occupied the chair.
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October 14.

An ordinary meeting, Mr. Langdon Brown, President, in

the chair.

Mr. J. J. Grace read a paper on ' Empyemata of the Sinuses

of the ISTose.'

A short discussion followed.

October 21.

A clinical evening, Mr. Langdon Brown, President, in the

chair.

Mr. Hussey showed two cases of coloboma iridis in the same
family.

Dr. Morrison showed a case of supernumerary fingers and
two thumbs on the right hand,

Mr. Horder showed a case of Addison's disease in a child of

7 years of age.

Mr, J. P. Maxwell exhibited excellent microscopical speci-

mens of rodent ulcer and epithelioma of the scrotum.

Mr. Thursfield, on behalf of Mr. Briggs, showed a patient

who had a pulsating orbital tumour with a distinct bruit.

Mr. J. L. Maxwell showed a case of congenital sacral tumour
in an infant.

Mr. Emery showed a morbid anatomical specimen of carci-

noma of the pylorus.

Dr. Morrison exhibited a specimen of placenta previa with a

velamentous insertion.

October 28.

An ordinary meeting, Mr. Hussey, President, in the chair.

Mr, J. D. Rawlings read a paper on ' Some Diseases often

Overlooked.'

A very brisk and useful discussion followed.

November 4.

An ordinary meeting, Mr. Hussey, President, in the chair.

Mr. T. P. Legg read a paper on ' Appendicitis,'

An interesting discussion followed.
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November n.

An ordinary meeting, Mr. Langdon Brown, President, in the

chair.

Mr. Stawell read a paper on ' Perforating Gastric Ulcer.'

A long discussion followed. .

November 18.

A clinical meeting, Mr. Hussey, President, in the chair.

Mr. Hussey gave a demonstration of the method of illumi-

nating the stomach by means of an electric glow-lamp, intro-

duced through the oesophagus.

Messrs. Horder, Drury, and Gilbert Smith showed cases.

Mr. Lance read notes on a case of 'Hydrophobia.'

Mr. Strangeways Pigg showed various morbid specimens.

November 25.

An ordinary meeting, Mr, W. Langdon Brown, President, in

the chair.

Mr. Drury read a paper on ' Shortness of Breath.'

A discussion followed.

December 2.

An ordinary meeting, Mr. Langdon Brown, President, in the

chair.

Dr. Morrison read a paper on ' Albuminuria in Pregnancy.'

An animated discussion followed.

December 9.

An ordinary meeting, Mr. Horder, Vice-President, in the

chair.

Mr. F. 0. Wallis read a paper on ' Some Points in the

Diagnosis and Treatment of Psoas Abscess.'

January 13, 1898.

The Mid-Sessional Address was delivered by Dr. Lovell Drage,

entitled 'The Coroner's Court.'

Mr. W. Langdon Brown, President, occupied the chair.

A vote of thanks, proposed by Mr. Phillips and seconded by

Mr. Tucker, was carried with acclamation.
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January 20.

An ordinary meeting, Mr. Hussey, President, in the chair.

Mr. Horder read a short paper on the subject of ' Hypnotism.'

An interesting discussion followed, in which Dr. Milne
Bramwell spoke at some length.

January 27.

An ordinary meeting, Mr. Langdon Brown in the chair.

Dr. W. L. Rivers gave an address on 'Fatigue.'

A discussion followed.

February 3.

An ordinary meeting, Mr. Langdon Brown, President, in the

chair.

Mr. Gladstone Clark read a paper on ' Extrauterine Gestation.'

A discussion followed.

February 10.

A clinical evening.

Mr. Horder showed a case of exaggerated reflexes with the

interesting symptom of complete iridoplegia.

Mr. Drury showed a case of Erb's juvenile paralysis.

Dr. Kanthack showed specimens and drawings illustrating

the origin of giant-cells in leprosy.

Dr. Emery showed some pathological specimens.

Mr. J. P. Maxwell made some remarks on vaccination.

February 17.

An ordinary meeting, Mr. Langdon Brown, President, in the

chair.

Mr. Douglas read a paper on ' Lymphadenoma.'
An interesting discussion followed.

February 24.

An ordinary meeting, Mr. Horder, Vice-President, in the

chair.

Dr. Emery read a paper on ' The Action of Tobacco.'

A discussion followed.
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March 3.

An ordinary meeting, Mr. Langdon Brown, President, in the

cliair.

Dr. Eobinson read a paper on ' Some Points of Interest Con-
cerning Gonorrhoea in the Female.'

An interesting discussion followed.

March 10.

An ordinary meeting, Mr, Hussey, President, in the chair.

Mr. J. P. Maxwell read a paper on ' Pyuria.'

A discussion followed.

March 17.

The General Meeting, Mr. Langdon Brown, President, in the

chair.

The report of the outgoing Committee and the balance-sheet

were read and adopted.

The names of the officers elected for the ensuing year were

as follows :

—

Presidents—.Messrs. T. J. Horder and H. Thursfield.

Vice-Presidents—Messrs. E. S. Hewer and T. Stawell.

Secretaries—Messrs. H. D. Everington and W. T. Rowe.
Additional Committee-men—Messrs. W. Morley Fletcher and

F. 0. Grone.
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SPECIMENS KEVISED AND ADDED TO

THE MUSEUM

During the Year ending September 30, 1898.

DESCBIBED BY

F. W. ANDREWES, M.D., and H. MOBLEY FLETCHER, M.D.

INTRODUCTORY REMARKS.

The specimens which last year and the year before were prepared by the

formalin and glycerin method have preserved their colour and characteristic

appearances so well that no hesitation has been felt during the past year in

employing this method as a matter of routine. It is indeed only in a few
instances that specimens have been mounted in spirit. It has not therefore

been felt necessary to indicate the mode of preparation after the description

of each specimen.

A microscopic section of each specimen added has been placed in the

Histological Records, wherever it was possible or desirable that this should

be done.

A new departure has been made in the establishment of a " Student's

Cabinet " of microscopic preparations illustrating medical and surgical

pathology. A typical series of this kind has long been an urgent need,

and there are already signs that it is a boon appreciated by the students.

The Cabinet already contained 100 specimens, when it was enriched by the

valuable present of upwards of 120 slides from Cambridge, presented by
Professor A. A. Kanthack and Mr. Strangeways Pigg. Dr. Garrod has also

kindly presented to it a collection of urinary crystals. It is intended to

admit to this Cabinet only typical specimens of the best known pathological

conditions, excluding mere rarities and curiosities^ and to revise it from
time to time, replacing existing specimens by better or more typical ones,

when this is possible. It is readily accessible to students, and should be of

considerable educational value.

No specimens have this year been rejected from the Museum, but

thorough revision in this respect is very urgently and immediately needed.
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if only to make room for the new specimens which are being added. A
large number of these are merely better and more characteristic formalin

specimens of conditions already represented, but which show poorly enough
in the old spirit specimens on our shelves, and they might with advantage
replace them,

A certain number of existing specimens in the Museum have been
microscopically examined, where this had not previously been done, or

where the diagnosis appeared doubtful. Two errors have thus been
corrected, and will be found under the heading " Corrigenda."

The following is a Table of the specimens, added and re-mounted, and of

the casts, photographs, drawings, and microscopic specimens added during
the year :

—

Old specimens re-mounted . . .



during the Year ending September 30, 1898. 335

I.

CORRIGENDA.

CHONDRO-SARCOMA.

407. A Tumour involving the whole of the Superior Maxilla. The bone

is much enlarged, and no trace of the original wall is left. The two
incisors have been cut : a displaced capsule, which contained the cusps

of two teeth, is seen on the posterior surface of the bone. Microscopic

examination shows that the growth has a trabecular structure, like that

of unossified cancellous bone. The trabeculse consist of very cellular

hyaline cartilage, with myxo-sarcomatous tissue between.

Eemoved from an infant set. 9 months. When three months old his mother
noticed an enlargement of the gum : three months later the cheek began to

swell, and continued to increase in size. The child made a good recovery from
the operation.

A microscopic specimen is preserved in the Histological Records, i. 407.
See Stanley Ward Booh, vol. vi, p. 433.

MYXOSARCOMA.
3338. A Tumour springing from the soft structures of the Second Toe. As

the section shows, the phalanges are only surrounded by^ not involved

in, the mass. Microscopically the growth is a typical myxo-sarcoma.

Eemoved by Pirogoff's amputation from a sailor zet, 45. Ten years before he had
noticed soft, spongy, flattened papules about as big as split-peas, one on either side
of the end of the toe. These gave him very little inconvenience, and grew very
slowly till four months before his admission to the Hospital, when the disease
began to grow quickly and became painful. In the fortnight preceding the
amputation it encroached very rapidly on the soft parts of the dorsum of the
foot as a soft, spongy, vascular mass, over which the skin was dusky, mottled,
and streaked with distended veins.

A microscopic specimen of the growth is preserved in the Histological Records,

1- 3338.
A drawing showing the specimen in the recent state is preserved in Series Ivii,

1261.
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11.

ADDENDA.

SERIES I

DISEASES OF BONES.

ACUTE PERIOSTITIS AND OSTEOMYELITIS.

35a. A Longitudinal Section of a Left Eemiir, showing at its upper end the

changes characteristic of acute infective periostitis and osteomyelitis.

Over the anterior and lower part of the neck of the bone, and over part

of the <!reat trochanter, the periosteum is stripped off, leaving the bone

bare. Between the bone and periosteum was a collection of pus, of

which little trace now remains. On the cut surface the cancellous tissue

of the upper part of the bone, including the epiphyses of the head and

great trochanter, is seen to be infiltrated with pus, and the suppuration

extends nearly half way down the shaft of the bone. Commencing foci

of suppuration are seen in one or two places as paler areas in the medulla

of the lower part of the shaft. With these exceptions, the lower half of

the bone serves well for comparison with the upper half.

From a boy fet. 15, who died of pyEemia, after a very acute illness of fourteen

days' duration. The primary lesion was probably that here shown in the neck
of the femur, but the channel of infection was unknown. The infecting agent

was Staphylococcus pyogenes aureus, associated with much smaller numbers of

Staphylococcus pyogenes alius. These cocci were cultivated from the blood during

life in great profusion. At the post-mortem a large number of secondary bone
lesions were found, chiefly periosteal (tibia, ribs, phalanges, &c.). There was pus

in the right knee-joint, many small pytemic abscesses in the kidneys, and two in

the heart muscle. Cultivations from various organs yielded the above cocci in

large numbers. Part of the chest wall of this case is preserved in the following

specimen.
See Medical Post-Mortem Register, vol. xxv, (1898), p. 106; and Male Medical

Register, vol. iii. (1898), No. 87.

ACUTE SUPPURATIVE PERIOSTITIS.

351). Portion of the Chest Wall from the same case, showing acute suppu-

rative periostitis. The shaft of one rib is laid bare for a distance of four

inches, and is lying in a cavity which contained pus. The two ribs lying

above it are affected to a lesser degree, showing purulent collections

beneath the pleura.

For history and references see preceding case, 35a.
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ACUTE OSTEOMYELITIS.

63b. A Section through the Lower End of the Femur, showing the changes

characteristic of acute osteomyelitis. The epiphysis and the articular

surface appear healthy. The diaphysis is injected and infiltrated with
pus. Above, the surface where the shaft has been divided is coated

vrith purulent lymph, and there are haemorrhages in the tissues around
the bone.

The specimeD is from a case in which osteotomy was performed for genu valgum
in a young person. Suppuration occurred in the wound, and extended to the
cancellous tissue of the bone, but was arrested at the junction of the diaphysis
and epiphysis.

Presented by Professor A. A. Kanthack.

ACROMEGALY.
74g. Skull-cap from a case of Acromegaly. It is very thick, dense and

heavy, and the distinction between compact and cancellous tissue is

largely lost. There is some heaping up of bone along the sutures, some
of which are synostosed. There is a layer of porous periosteal new bone
over part of the frontal area.

The patient was a man set. 58, who stated that his symptoms (weakness,
nervousness, enlargement of jaw, hands, and feet) had only been of 12 to 14
months' duration; but a photograph taken 19 years before showed a large and
massive lower jaw. The case was a typical one of acromegaly. Death resulted
from a railway accident. At the autopsy the sella turcica was found to be of
great size, from absorption of the adjacent bone. The pituitary body was chiefly
converted into a cyst containing a brownish semifluid substance, apparently
from degeneration of an adenomatous growth or a simple hypertrophy.

See Male Surgical Reqister, vol. ii. (1894), No. 2998 ; and see Transactions of the

Pathological Society, vol. xlix. (1898), p. 205, where the case and specimens are
described at length.

Presented by P. Furnivall, Esq., F.R.C.S.

74h. Lower Jaw from the same case. It is deej) and massive, with a

projecting lower border. The angle is exceedingly obtuse, the rami con-
tinuing the curve of the body in a single sweep. The muscular promi-
nences are well marked.

For references see under 74g.

74i. A Clavicle from the same case. Its curves are not well marked, but
the muscular prominences are somewhat exaggerated.

For references see under 74g.

74k. The Hand and Wrist Bones of the same case. There is some exagge-
ration of the muscular ridges at the distal ends of the radius and ulna.

The carpal and metacarpal bones are large, with well-marked ridges and
prominences. On the phalanges the ridges for the vaginal ligaments are

highly developed, and the width of the terminal phalanges is evidently
increased by the development of osteophytic outgrowths.

For references see under 74g.

VOL. XXXIV. Y
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741. Bones of the Foot and Ankle from the same case. The changes above

mentioned as seen in the hand are here repeated in lesser degree.

Osteophytic outgrowths are present about the distal phalanges, especially

in the hallux.

For references see under 74g.

74m. Left Fifth Rib from the same case. It is unusually massive, and

shows exaggeration of the muscular ridges and prominences, with osteo-

phytic outgrowths.

For references see under 74g.

74n. A Longitudinal Section of a Tibia from a case of Acromegaly. The
whole bone is of large size, and the compact tissue of the shaft is

thickened and dense. (It is doubtful, however, whether this may not

be in part due to old rickets.) The cancellous tissue at the extremities

of the bone is somewhat rarefied, and shows patches of haemorrhage here

and there iu the marrow.

From a man set. 52, who attended this Hospital in 1897 under the care of Dr.

Herringham. He subsequently died in Charing Cross Hospital from cerebral

hEemorrhage. The pituitary body was found to be enlarged and highly vascular

;

the sella turcica was not enlarged, but the bone around was red and vascular.

The thyroid was enlarged, weighing i| ounces. Increased vascularity and
haemorrhages were found in the marrow of various bones examined.
A photograph of this patient is preserved in Series Ivii. No. 3c.

For complete details of the case see Pathological Society's Transactions, vol. xlix.

(1898), p. 246.

Presented by Dr. William Hunter,

leuk.s:mia.

295a. A Yertical Section of a Tibia from a case of Spleno-medullary

Leuksemia. The yellow marrow of the diaphysis has disappeared, and
the cavity of the shaft is filled by a brownish-grey soft granular material,

with indications of haemorrhage here and there.

The spleen of this case is preserved in Series xxv. No. 22959', ^"^^ ^^^ mesentery
in Series xxiv. No. 2277a.

For references see xxv. 2295g.

SEEIES IL

DISEASES OF JOINTS.

ACUTE TRAUMATIC SYNOVITIS.

{)67c. A Left Knee-Joint which has been laid open from the front,

the patella being turned down. It shows acute traumatic synovitis,

the result of a compound fracture of the upper end of the tibia into

the joint; the external condyle of the femur is also fractured within

the joint. The synovial membrane and other articular structures
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are seen to be intensely injected. There is no attempt at repair of the
fractures.

The patient was a girl £et. 20, who was run over in the street. Septicaemia
supervened, and amputation was performed on the ninth day after the accident.
The joint was found full of fluid and intensely inflamed, but no pus was present.
See Female Surgical Register, vol. v. (1897), No. 1866.

SARCOMA OF SYNOVIAL MEMBRANE.
569e. Part of a Eecurrent Sarcoma, primary in the synovial membrane

of the knee-joint, which was removed by operation. It is a firm, solid

growth, slightly nodular on the surface. Microscopically it is a pure
spindle-celled sarcoma.

The patient was a man ret. 26 years. The earliest symptom, pain and tender-
ness at the inner side of the left knee, was in 1890, In 1892 an exploratory
operation revealed a sarcoma of the synovial membrane, not involving the bone.
It was freely removed. Eecurrences occurred locally, and were successively
removed in March and October 1895, in September 1896, and October 1897. At
the last operation, the tumour here preserved was removed ; there was still no
involvement of the bones, though ankylosis of the joint had occurred. Finally
the leg was amputated in December 1897. The glands were unaffected.
A microscopic specimen of the growth is preserved in the Histological Records,

ii. 5696.

See Male Surgical Register, vol. iv. (1897), No. 2758.

FIBROUS ANKYLOSIS FOLLOWING TUBERCULAR DISEASE.
639b. Section through Left Elbow- Joint of a boy set. 11 years, showing

fibrous ankylosis of the joint resulting from tubercular disease. Firm
fibrous union is seen between the humerus and ulna.

For references see under Series xxviii. No. 23411, where the kidney of the case
is preserved.

CHARCOT'S DISEASE.

691f. A Vertical Section through a Right Knee-Joint showing the charac-

teristic changes of Charcot's disease. The cavity of the joint has been
packed before hardening, so as to maintain the appearance of distension

;

it can be seen that the joint contained a considerable quantity of fluid.

The synovial membrane is moderately thickened, and shows slight

fringed outgrowths which are most conspicuous at the back of the joint.

All the internal ligaments of the joint are destroyed ; no trace of them
is visible. The articular surfaces of the bones exhibit the most important
changes. Over the back of the patella, and at the anterior part of the
articular end of the femur, the cartilage is irregularly pitted and shows
nodular outgrowths ; the latter are well seen at the edge of the patella.

The central portion of the articular surface of the femur, and part of

that of the tibia shows a shaggy condition of the cartilage, where this

is fibrillated and being worn away. At the back of the femoral, and at

the front of the tibial articular surfaces, the cartilage has vanished, and
the bone itself is so worn away as completely to alter the shape of the
ends of both bones entering into the formation of the joint. It is clear

that during life the tibia had been displaced backwards, so that the main
wear and tear came obliquely between the front of its articular surface
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and the back of that of the femur. Below the patella is a transverse

arch of bony tissue which is seen sawn through in the middle line ; it

appears to be of osteophytic origin. The cancellous tissue of the femur
and tibia is somewhat rarefied.

The other half of this knee-joint has been macerated and prepared as a dry
specimen (in Case G). See No. 69ig.

From a man £et. 54, who had noticed for two years painless swelling of the
joint. The pupils aud knee-jerks were normal, nor were there any other indica-
tions of tabes dorsalis.

Presented by E. H. B. Nicholson, Esq.

691g. The Opposite Half of the same Knee-joint as the preceding (69 if),

prepared as a dry specimen. It shows well the abundant osteophytic out-

growths around the joint, the rarefaction and exposure of the cancellous

tissue at the articular ends, and the great destruction of joint surface

which has taken place in both femur and tibia. The changes extend for

a distance of six inches above and below the joint.

For references see under No. 691 f.

SERIES A^I.

DISEASES AND INJURIES OF MUSCLES,
TENDONS, AND BURSiE.

ENLARGED BURSA PATELL-ffi.

1214c. An Enlarged Bursa Patellae. Its walls are half-an-inch in thickness.

The cyst is occupied by young gelatinous connective tissue, in which
spaces containing fluid are seen here and there ; the semi-transparent

mucoid character of the young connective tissue is well shown.

SERIES VII.

DISEASES OF THE PERICARDIUM AND HEART.

HEMORRHAGIC PERICARDITIS.

1223a. A Heart showing the lesions of acute Hsemorrhagic Pericarditis.

The heart is unopened : the parietal pericardium has been turned up, so

as to display its inner surface. At the apex the two layers are adherent.

Both layers of the pericardium are covered with a shaggy coat of blood-

stained lymph.

From a girl ^t. 13 years, the subject of chronic renal disease (contracting white

kidney), with which the pericarditis was associated. The cavity of the peri-

cardium contained half a pint of blood-stained fluid.

See Medical Post-Mortem Register, vol. xxv. (1898), p. 38; and Female Medical

Jiegister, vol. i. (1898), No. 11.
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DILATATION OF LEFT AURICLE.
1259b. A Heart showing enormous dilatation of the Left Auricle, associated

with mitral disease. The left auricle is larger than the rest of the heart

taken together, and is equal in size to two closed fists. Its walls are

much thinned, and contain calcareous plates on the left side. The left

appendix auriculae is scarcely, if at all, dilated. The outer surface of the

auricle is injected, and shows at its upper part the remains of fihrous

adhesions, the result of localised pericarditis. The mitral valve is not

appreciably stenosed, hut the valve segments are thickened and puckered,

and the chordae tendinese are thickened. The left ventricle is dilated

and hypertrophied. The right auricle is moderately dilated, as is its

appendix. There is marked hypertrophy of the right ventricle.

From a married woman set. 27 years, who had been repeatedly under treatment
for mitral disease at the Greenwich Infirmary for a period of nearly five years

before her death. A year before death the heart's apex was in the 8th inter-

costal space, 2 inches outside the nipple-line. The action of the heart was
irregular and tumultuous. There were loud presystolic and soft systolic bruits

at the apex. Later, the apex beat reached the mid-axillary line ; the heart's

dulness reached up to the 3rd rib, and extended slightly to the right of the
sternum ; the double mitral bruit persisted. There was cyanosis, with much
dyspnoea and oedema.
The report of the post-mortem examination states that, " on opening the

thorax, the lungs were seen to be widely separated by the pericardium. On
opening the latter, it appeared at first to be much too big for the heart, as though
it had been greatly distended with fluid ; but there was no abnormal fluid pre-

sent. On raising the heart, the posterior surface of the pericardium was seen

to be raised by what was apparently a large extravasation into the posterior

mediastinum, but which afterwards proved to be the enormously distended left

auricle, which had become doubled backwards, as it were, behind the rest of the

heart. The auricle was entirely filled with recent clot. The mitral orifice easily

admitted three fingers. The lungs were extremely emphysematous."

Presented by T. H. Woodfield, Esq.

ENDOCARDIAL HEMORRHAGES.
1363a. Portion of a Heart showing haemorrhages beneath the endocardium

of the left ventricle, on the interventricular septum.

From a man jet. 34 years, who died of an aneurysm of the abdominal aorta,

which ruptured behind the peritoneum. The heart weighed 11 ounces, and was
otherwise natural. The haemorrhages were confined to the left ventricle.

See Medical Post-Mortem liegister, vol. xxiv. (1897), p. 291.

SERIES VIII.

DISEASES AND INJURIES OF ARTERIES.

MULTIPLE ANEURYSMS OF AORTA.
14841). Heart, Thoracic Aorta, and Great Vessels, showing a condition of

extreme atheroma of the aorta, with three independent aneurysms. The
aorta shows general dilatation, and its walls are rugged from ulceration

and calcareous deposit. The first aneurysm is about as large as a walnut,
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and occupies one sinus of Valsalva ; it is completely filled with hard,

laminated clot, and has apparently undergone a natural process of cure.

It has so encroached on the heart muscle as to bulge into the right

auricle. The second aneurysm, as large as a cricket-ball, is given off

close to the origin of the innominate artery, and involves that trunk.

It has eroded the first and second ribs on the right, and the sternal end
of the left clavicle—these structures forming part of the wall of the sac.

The sac contains only a small quantity of laminated clot at its left and
posterior part. The third aneurysm is as big as a racquet-ball, and is

given off from the descending part of the arch about an inch beloAV the

left subclavian artery. It has a fairly wide mouth, and is about half

filled with laminated clot. Looking at the specimen from behind, it is

seen that this sac is displacing and compressing the oesophagus.

From a man set. 45 years. The innominate aneurysm was known to have been
of two years' duration. There was a history of alcohol. Death occurred suddenly
from heart failure.

Presented by T. Graham Forbes, M.B.

LAMINATED BLOOD CLOT FROM ANEURYSM.
1548b. A Section of a Mass of Laminated Clot removed post-mortem from

a large intrathoracic aneurysm. The greater part of the clot is decolor-

ised, and shows a very distinct laminated structure. The central portion,

bounding the canal through which blood still flowed during life, is dark

in colour and soft in consistency, and evidently much more recent.

Presented by Dr. J. H. Drysdale.

SERIES X.

DISEASES AND INJURIES OF THE LARYNX
AND TRACHEA.

(EDEMA OF LARYNX.
1615b. Section through the Larynx, showing extensive oedema of the

epiglottis, ai'yteno-epiglottidean folds, and adjacent parts. The extent

of the swelling is best shown in the section through the epiglottis, on the

upper surface of which the mucous membrane is seen to attain nearly a

quarter of an incli in thickness, and to be of semi-translucent aspect.

From a man ajt. 57 years, a heavy drinker, who died after twenty-four hours'

illness. He was admitted to the Hospital with urgent dyspnoea, but died a few
hours later in spite of tracheotomy. Cultivations from the larynx yielded

streptococci ; those from the spleen were sterile.

See Medical Post-Mortem Register, vol. xxv. (1898), p. 53; and Male Medical

Rerjister, vol. v. (1898), No. 63.
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SERIES XL

DISEASES AND INJURIES OF THE PLEURA,
BRONCHIAL TUBES, AND LUNGS.

CHRONIC PHTHISIS.

1669a. Section through a Left Lung, showing the results of old tubercular

disease. The pleura is greatly thickened, and there is much shrinking

and fibroid change in the lung. In the upper lobe is a large smooth-
walled quiescent cavity, with prominent vessels on its walls : a smaller

cavity lies above it, and there is another in the lower lobe. The bronchi
are thickened, closely packed from shrinkage of the lung, and somewhat
dilated. 'So recent tubercle can be detected.

From a man get. 30 years, who died of chronic phthisis (of about four years'
duration), with lardaceous disease. There was recent active tubercle in the right
lung, with a small cavity at the apex. The left lung, shown in the specimen,
was much shrunken, and was not visible on opening the thorax : the pleura was
universally and densely adherent.

See Medical Post-Mortem Register, vol. xxv. (1898), p. 55 ; and Male Medical
Register, vol. i. (1898), No. 10.

'

GLANDERS DEPOSIT IN PLEURA.
1678f. Portion of the Ribs and Parietal Pleura from a case of Glanders,

in which the lungs were extensively affected. Beneath the pleura is a

yellowish deposit, some quarter of an inch in diameter, the pleura being

thickened and injected around, with a little recent lymph on its surface.

For the history and references see Series xi. No. 1712a.

SECONDARY CARCINOMA OF PLEURA.
1678g. Portion of a Lung, showing secondary cancerous growths on the

pleura, spreading apparently by the pleural lymphatics. The growths
are small and whitish in colour : the lung itself is not invaded. The
growth, like the primary one in the breast, is a carcinoma of columnar-

celled type.

From a woman set. 50 years, who suffered from a small atrophic cancer of the
breast. Secondary growths were found in the axillary and cervical glands, parietal
and visceral pleurae, diaphragm and liver.

A microscopic specimen is preserved in the Histological Records, xi. i678g.
See Surgical Post-Morteni Register, (1898), p. 88; and Female Surgical Register,

vol. iv. (1898), No. 930.

ACUTE EMPHYSEMA.
!1.696c. Portion of the Lung of a Child, showing acute emphysema with

patches of collapse. On close inspection the over-distended air vesicles

can be seen uuder the pleura, giving a glistening appearance to the

surface. The collapsed areas are sharply defined, and of a dark plum
colour. There are indications of broncho-pneumonia on the cut surface,

From a child set. 5I years, who died of broncho-pneumonia.
See Medical Post-Mortem Register, vol. xxv. (1898), p. i.
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SEPTIC PNEUMONIA.
1702b. Section of the Lower Lobe of a Lung, showing the characteristic

appearances of aspiration-pneumonia. The lung is consolidated and

shows numerous greyish-white foci, confluent in places, but nowhere break-

ing down. At the extreme lower margin of the lung small radiating

whitish patches are seen, representing pus aspirated into minute bronchioles.

The pleura shows a partial covering of reddish lymph. Microscopically

the lung showed purulent broncho-pneumonia.

From a woman ast. 29 years, who died of epithelioma of the oesophagus, which
had ulcerated through into the trachea. Tracheotomy had been performed.

See Surgical Post-Mortem Register, (1898), p. 30; and Female Surgical Register,

vol.iv. (1898), No. 1675.

A microscopical specimen is preserved in the Histological Records, xi. 1702b.

GLANDERS.
1712a. A Human Lung showing the characteristic lesions of glanders. It

is intensely engorged, and shows numerous yellowish-white areas—the

"glanders nodules"—best seen on the cut surface, but visible also

beneath the pleura. The nodules vary in size up to half an inch in

diameter, and are irregular in shape. They are firm and hard, and show
no sign of caseation or breaking down ; round each a narrow zone of

intense vascular congestion can be seen. There is a little recent lymph
on the pleura. Both lungs were similarly affected. The glanders bacillus

{B. mallei) was readily demonstrated in the nodules, and cu^ltures were

obtained.

From a man fet. 37 years, who had contracted syphilis sixteen years before his

death. Ten days before admission his left eyelid swelled ; it grew worse, and an
inflammatory condition resembling erysipelas spread over the face. On admis-

sion, there were pustules over the nose, and there was great constitutional dis-

turbance. The skin of the nose became gangrenous, and there was discharge

from the nostrils. The patient died four days after admission. No source of

infection could be traced.

The nose and adjacent parts from this case are preserved in Series xii. No.
1763c, and a portion of the pleura in 1678!
Microscopic sections of the lung are preserved in the Histological Records, xi.

1712a.

See Surgical Post-Mortem Register, (1897), p. 239 ; Mcde Surgical Register, vol. iv.

(1897), No. 2991 ; and Transactions of the Pathological Society, vol. xlix. (1898),

p. 20.

TUBERCULAR BRONCHO-PNEUMONIA.
1724e. Section through the Left Lung of a Child showing tubercular

broncho-pneumonia with early cavities. The lung is completely solid

except at the extreme base. Both lobes are affected, and almost equally

so ; at the apex the process is less advanced than lower down. There

are caseous patches here and there, which have begun to break down into

irregular cavities.

From a child set. i year and 8 months, who died of general tuberculosis, with

tubercular cerebral tumours.

See Medical Post-Mortem Register, vol. xxiv. (1897), p. 295 : and Female Medical-

Register, vol. iii. (1897), No. 122.
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HEMORRHAGE INTO A TUBERCULAR CAVITY.

1725b. Section through the Upper Portion of a Eight Lung showing two

large phthisical cavities. The apical cavity is empty, and lined with a

smooth thick membrane. The lower one is completely filled by firm,

laminated blood clot. The whole upper lobe is consolidated, and miliary

tubercles are seen elsewhere in the lung.

From a man jet. 31 years, who died of phthisis after an illness of three years'

duration. Five weeks before his death he was admitted to the Hospital for

hemoptysis of eighteen days' duration ; the heemorrhage gradually decreased,

and was very slight at the time of death.

See Medical Post-Mortem Register, vol. xxiv. (1897), p. 31 1 ; and Male Medical

Register, vol. v. (1897), No. 200.

CARCINOMA OF ROOT OF LUNG.
1729c. Section through the Mediastinum and Left Lung, showing the

extension of a carcinoma which originated about the root of the lung,

probably in the bronchus.

On the front surface of the specimen, the root of the lung is seen to

be occupied by a mass of whitish new growth, which is invading the

lung along the bronchi. The lower lobe of the lung is airless, and is

breaking down in places. The pleura is infiltrated with new growth,

and is enormously thickened ; it was universally adherent. At the

apex and the base are small loculated cavities which contained pus.

The pericardium is seen to be invaded in the neighbourhood of the

pulmonary artery and left pulmonary veins ; its cavity contained blood-

stained fluid. The aorta is not narrowed, although the arch is com-

pletely surrounded by new growth. Numerous lymphatic glands are seen

enlarged and infiltrated.

On the posterior surface of the specimen the trachea is laid open ; its

walls are infiltrated, and it is embedded in massive new growth ; there

is some ulceration of its mucous membrane. The orifice of the left

bronchus is narrowed to a mere slit ; the right bronchus is unaffected.

The anterior wall of the CESophagus is bulged by an enlarged gland,

narrowing the lumen, but the mucous membrane is intact. The de-

scending aorta is accompanied by a chain of enlarged glands, but is not

narrowed. The pleura posteriorly shows the impressions of the ribs

very plainly.

Microscopically the growth is a spheroidal-celled carcinoma.

From a man set. 24 years. The duration of his illness was between four and
five months.
A microscopic specimen is preserved in the Histological Records, xi. 1 729c.

See Medical Post-Mortem Register, vol. xxiv. (1897), p. 236 ; and Male Medical

Register, vol. iv. {1897), No. 209.
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SERIES XII.

DISEASES AND INJURIES OF THE NOSE, MOUTH,
TONGUE, PALATE, AND FAUCES.

, /

EMPYEMA OF ANTRUM.
1774c. The Right Superior Maxilla of an Infant, extensively necrosed.

The orhital and facial surfaces are largely destroyed, and the malar

surface is represented by two sequestra (suspended beneath the specimen)

exposing the milk molars.

From an infant set. 8 weeks, whose face was damaged at birth by forceps

delivery.

For full description and clinical history see Transactions of the Pathological Society,

Yol. xlix. (1898), p. 200 ; and the British Medical Journal, vol. i. (1898), p. 368.

Presented by D'Arcy Power, Esq., F.E.C.S.

GLANDERS.
1763c. Upper Jaw, Nose, Septum, and adjacent parts from a case of

human glanders. Certain of the lesions shown probably depend upon

tertiary syphilis, from which the patient also suffered. Externally the

nose and upper lip show extensive ulceration and scabbing, giving the

surface a blackened and eroded appearance. The ulceration extends into

the nostrils, and is seen on the septum nasi. The latter is perforated

behind, probably as the result of syphilis, and part of the necrosed vomer

lies in the perforation. The mucous membrane on the septum shows

several yellowish-white glanders nodules, and the left antrum, which

has been laid open, presents similar appearances. It would appear that

in this case recent glanders lesions have been superposed on old lesions

of tertiary syphilis.

For the references to this case see under Series xi. No. 1712a, where the lung

is preserved.

SERIES XV.

DISEASES AND INJURIES OF PHARYNX AND
(ESOPHAGUS.

DIPHTHERIA.
1837c. Fauces and Larynx from a case of Diphtheria. The larynx has

been opened from behind. The tonsils are much enlarged, ulcerated,

and covered with thick greenish-grey membrane, which extends back to

the lateral walls of the pharynx. The epiglottis is deeply congested, and

shows patches of membrane on its laryngeal surface. Both epiglottis

and arytenoids are swollen and cedematous. Irregular patches of mem-
brane are seen also at the upper part of the trachea in the neighbourhood

of a tracheotomy incision.
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PEDUNCULATED SARCOMA OF PHARYNX.
1842a. Larynx, Pharynx, and adjacent parts, showing a pedunculated

tumour arising from the posterior pharyngeal wall, and obstructing the

upper opening of the larynx. The pharynx has been laid open from
behind, fully exposing the tumour, but leaving its base of attachment

untouched. The oesophagus is laid open by a longitudinal window, and
a coloured glass rod, obliquely inserted into it, passes into the pharynx
above, to the right of the tumour. The tumour springs from the middle

line of the posterior wall of the pharynx at the level of the arytenoid

cartilages. It is about the size of a horse-chestnut and is somewhat
lobulated ; when fresh it measured 35 by 27 by 20 m.m. in its various

diameters. The flattened pedicle consists of pharyngeal mucous mem-
brane. During life the growth evidently lay in large part within the

upper opening of the larynx. Its surface is somewhat ulcerated. Micro-

scopically it proved to be a sarcoma. The larynx is rather widened
transversely, but is otherwise natural.

From a man £et. 54 years, who had suffered for nine months from intermittent
dyspnoea and dysphagia of increasing severity. A week after his admission to

the Hospital, a sudden attack of dyspnoea necessitated tracheotomy. The further
operation of thyrotomy was contemplated for the removal of the growth, but the
patient died under anassthesia.

See Surgical Post-Mortem Register, (1897), p. 195; and Male Surgical Register,

vol. V. (1897), No. 2478.
A section of the tumour is preserved in the Histological Records, xv. 1842a.

CARCINOMA OF PHARYNX.
1843b. Malignant Disease of the Pharynx and uppermost part of the

CEsophagus. The growth chiefly involves the pharynx, especially its

right side. Below it extends to the level of the third ring of the

trachea ; above it reaches the aryteno-epiglottidean folds, but it has not

invaded the larynx. The surface is ulcerated. Microscopically the

growth is a squamous-celled carcinoma.

From a man set. 57 years. The duration of symptoms was nine months.
There were no secondary growths, with the exception of some infiltration of

the glands of the neck.

See Medical Post-Mortem Register, vol. xxiv. (1897), p. 203; and Male Medical
Register, vol. i. (1897), No. 185.

EPITHELIOMA OF CESOPHAGUS ULCERATING INTO AORTA.
1844c. A Specimen of Epithelioma of the QEsophagus which caused deatli

by ulcerating into the aorta. The growth begins five inches below the

crico-arytenoid folds, aiid the long diameter of the ulcer is three inches.

It is opposite the bifurcation of the trachea, and nearly encircles the

oesophagus. Its edges are nodular. From its left side a narrow channel,

through which a small glass rod has been passed, leads into the descend-

ing part of the aortic arch. The lumen of the oesophagus is not much
narrowed, and the growth has not invaded any other adjoining structures,

nor were any secondary growths found. Microscopically the growth is

a squamous carcinoma.

From a man of about 60 years of age, who came to the Hospital for slight
haemoptysis, and died half an hour after admission. The total amount of blood
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brought up was only a few ounces. He had experienced slight difliculty in

swallowing for some time. Post-mortem the stomach was found distended with
blood clot.

A microscopic specimen of the growth is preserved in the Histological Records,

XV. 1844c.

See Medical Post-Mortem, Register, vol. xxv. (1898), p. 65 ; Male Medical Register,

vol. V. (1898), No. 836 ; and Transactions of the Pathological Society, vol. xlix. (1898),

p. 92.

RUPTURED VARICOSE VEIN OF (ESOPHAGUS.

1857b. The Lower Part of the QEsophagus, from a case of cirrhosis of the

liver. Numerous contorted varicose veins are seen running longitudinally,

more marked belovs^, and ceasing above at about the level of tlie bifurcation

of the trachea. About half an inch from the stomach one of these varices

has ruptured, and led to fatal haemorrhage ; a small clot is seen projecting

from the orifice.

From a man set. 43 years, who died of hsematemesis.

See also specimen No. 2511c in Series xxx.

See Medical Post-Mortem Register, vol. xxiv. (1897), p. 242.

SERIES XVIL

DISEASES AND INJURIES OF THE STOMACH.

SUBMUCOUS HEMORRHAGES.
1918d. A Stomach which has been turned inside out so as to display

haemorrhages into the mucous membrane. The haemorrhages are situated

chiefly on the anterior wall and greater curvature. They are small,

roughly circular, and tend to become confluent over the greater curvature.

In the centre of each is a distinct erosion with a greyish base, probably

a secondary change due to digestion of the injured areas. Towards the

pylorus is a large annular patch of erosion which appears to have had a

similar origin.

From a man a^t. 21 years, who was admitted to the Hospital, after three days'

illness, with symptoms pointing to intestinal obstruction. He died a few hours
after an exploratory laparotomy, and at the autopsy signs of acute septicaemia

were found with intense localised enteritis. There were hajmorrhages not only
into the stomach, but into the skin and serous membranes.

See Surgical Post-Mortem Register, (1897), p. 215 ; and Male Surgical Register,

vol. V. (1897), No. 2853.

CARCINOMA OF PYLORUS.
1923b. Longitudinal Section of a Stomach, showing dilatation due to a

malignant stricture of the pylorus. The growth, which is a spheroidal-

celled carcinoma, is limited to the pylorus. The stomach-wall is much
stretched and thinned by dilatation.

From a man set. 48 years, who had suffered from vomiting for six months.
There was no pain, but a freely movable swelling was felt in the epigastrium.

See Surgical Post-Mortevi Register, (1898), p. 21 ; and Male Surgical Register,

vol. iii. (1898), No, 3433.
' A microscopic specimen is preserved in the Histological Records, xvii. 1923b;
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SERIES XVIII.

DISEASES AND INJURIES OF THE INTESTINES.

HiEMORIlHAGIC EROSION OF DUODENUM.
1956f. Pyloric end of Stomach and part of the Duodenum, from a case of

extreme systemic venous congestion, due to failure of the right heart.

The duodenum shows the condition known as heemorrhagic erosion.

There are four or five small superficial ulcers, the surfaces of which are

blackened by the presence of altered blood.

From a man set. 42 years, the subject of chronic emphysema and dilated heart-

See Medical Post-Mortem Register, vol. xxiv. {1897), p. 321.

HiEMOKRHAGIC INFARCTION.
1956g. A Portion of the Jejunum, showing hsemorrhagic infarction due to

thrombosis of the superior mesenteric vein associated with cirrhosis of

the liver. The gut is enormously thickened and brawny, and of a deep

purple colour ; the valvulse conniventes are thickened and prominent, and
there is some superficial ulceration. The lumen was full of blood. The
region affected was situated five feet below the end of the duodenum,
and was some nine inches in length, with a small outlying patch of

infarction seen at the lower end of the specimen. The heemorrhagic

discoloration is well seen on the serous surface of the gut : the corre-

sponding area of mesentery was thickened, brawny, and discoloured.

The great thickening of the intestinal wall is best seen at the cut edge

of the gut.

The patient was a very stout man, set. 48 years, with a history of free spirit-

drinking. Two years before death he had severe hsematemesis. Five days
before death be was seized with abdominal pain, distension, and constipation, but
no vomiting. Death was preceded by copious hsematemesis. Post-mortem the
liver was found in a condition of extreme cirrhosis, and weighed 79 ounces. The
main trunk of the portal vein contained adherent pale thrombus, not completely
obstructing its lumen ; this thrombus extended into the splenic and superior
mesenteric veins, but did not quite block them. A branch of the superior
mesenteric vein, however—that corresponding to the section of jejunum here
preserved—was found completely blocked by more recent clot, extending to its

finest ramifications.

See Medical Post-Mortem Register, vol. xxv. (1898), p. 146.

SIMPLE ULCERATION OF INTESTINE.

1963c. Portion of the Small Intestine of an infant, showing the condition

known as " simple " or " follicular" ulceration. The ulcers are numerous,
small, rounded, sharply punched out, and have thickened margins.

From an infant which died of marasmus.

Presented by Professor A. A. Kanthack.

TUBERCULOSIS OF INTESTINE.

2012f. A Portion of the Ileum affected by tubercular disease, seen from
its serous surface. The disease extends round the gut for more than half
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its circumference. The gut is slightly narrowed, and the tubercular

process is seen to have extended transversely to the long axis of the

intestine. Numerous miliary tubercles are seen on the peritoneal

surface, and some are w^ell seen on the lymphatics running from the

affected part.

From a patient set. 31 years, who had extensive pulmonary tuberculosis.

See Medical Post-Mortem L'egister, vol. xxv. (1898), p. 7.

LIPOMA OF DUODENUM.
2019d.^. A Portion of the Second Part of the Duodenum, showing a sub-

mucous lipoma. The tumour is 23 mm. in length and 16 mm. broad.

It is of a pale yellow colour, and is attached by a flattened pedicle of

mucous membrane 11 mm. in breadth.

The specimen was discovered accidentally post-mortem.
See Surgical Post-Mortem Register, (1898), p. 115.

CARCINOMATOUS STRICTURE OP COLON.

2027k. Portion of the Sigmoid Flexure of the Colon, showing an extremely

localised malignant growth, almost completely obstructing its lumen.

The total length of the growth is one inch. Externally there is seen a

marked annular constriction. Internally the growth has fungated to

such an extent that a probe could scarcely be passed along the channel.

Microscopically the growth is a cylindrical-celled carcinoma.

Eemoved by operation from a woman set. 65 years, who was admitted with
symptoms of intestinal obstruction of fourteen days' duration, but for two months
she had suffered from abdominal pain and swelling. Inguinal colotomy was suc-

cessfully performed. Two weeks later the growth here shown was removed, and
the patient made a good recovery.

A microscopic specimen is preserved in the Histological Records, xviii. 2027k.

See Female Surgical Register, vol. v. (1898), No. 650.

CYSTIC DILATATION OF APPENDIX VERMIFORMIS. •

2036b. A Vermiform Appendix, which has undergone cystic dilatation as

the result of obliteration of its lumen near the csecal end. It formed, in the

fresh state, a tense semi-translucent sausage-shaped cyst, attached to the

caecum by a short narrow neck, and filled by clear mucus. Its peritoneal

attachment is thickened by the deposit of fat, and extends to the tip of

the organ.

The specimen was met with accidentally in the performance of laparotomy on
a young woman for extrauterine gestation. It had caused no symptoms.

See Transactions of the Pathological Society, vol. xlix. (1898), p. 106.

Presented by Alexander G. R. Foulerton, Esq.
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SERIES XX.

HERNIA, OR PROTRUSIONS AND OTHER DIS-

PLACEMENTS OF THE INTESTINAL CANAL OR
OMENTUM.

CONGENITAL DIAPHRAGMATIC HERNIA.
2163d. Part of the Thorax and Abdomen of a Foetus, showing on the left

side, and towards the posterior part of the diaphragm, a congenital

diaphragmatic hernia, containing the spleen and a portion of the

stomach.

The foetus exhibited also an umbilical hernia.

INTUSSUSCEPTION.
2182b. The Abdominal Viscera of an Infant, preserved in situ, with the

bony parts of the abdominal walls, showing an undisturbed intussuscep-

tion of the variety known as ileo-ileaco-ceecal. The intussusception lies

wholly on the right side of the abdomen. Invagination commences
several inches above the ileo-csecal valve, and the portion of ileum which
lies between this and the valve is much puckered. The vermiform
appendix can be seen marking the position of the valve. The intus-

susception extends within the colon as far as, or a little beyond, the

hepatic flexure. Below this the large intestine can be seen empty
and collapsed. There is no peritonitis, and all the other viscera are

normal.

From an infant set. 7 months, who died an hour after admission to the Hospital
before any operation could be performed. Symptoms were of four days' duration.

See Surgical Post-Mortem Register, (1897), p. 275 ; and Female Surgical Register,

vol. V. (1897), No. 2561.

SERIES XXI.

DISEASES AND INJURIES OF THE LIVER.

SYPHILITIC CIRRHOSIS.

2198d. A Portion of a Liver, showing an advanced degree of cirrhosis, due

to congenital syphilis. The surface of the organ is very coarsely nodular,

and shows the remains of numerous adhesions which united it to the

diaphragm and adjacent structures. The nodules are much larger than

. in ordinary alcoholic cirrhosis. The cut surface shows that the hepatic

tissue is intersected everywhere by bands of firm white fibrous tissue,

dividing it up into large islands, which are again intersected by finer fibrous

trabeculse. No gummata are present. The liver weighed 32 ounces.



352 Specimens Added to the Museum

and is evidently much contracted. Its edge is somewhat rounded, and

the capsule is thickened, but only to a slight degree.

From a girl £et. 12 years, with well-marked Hutchinson's teeth. She had
suffered for some time with ascites, and died of haematemesis, the result of a
ruptured varix at the cardiac orifice of the stomach. The spleen was enlarged
and hard, and showed perisplenitis. There was no reason to doubt the syphilitic

origin of the liver affection.

See Medical Post-Mortem Register, vol. xxiv. (1897), p. 262 ; and Female Medical

Register, vol. iii. (1897), No. 119.

GUMMATA OF LIVER.

2202d,. Portion of a Liver, showing recent gummata. The organ weighed

86 ounces, and contained two large irregular gummatous masses, of

which one is shown in this specimen, besides numerous smaller nodules.

There is some perihepatitis, and some commencing contraction around

the gumma.
From a man ast. 23 years, who died of ascites. The spleen, showing similar

gummata, is preserved in Series xxv. No. 2299a.

A microscopic specimen is preserved in the Histological Records, xxi. 2202d.

See Medical Post-Mortem Register, vol. xxiv. (1897), No. 320; and Male Medical

Register, vol. iv. (1897), No. 255.

CONGENITAL SARCOMA OF LIVER.

2215d. Portion of the Liver of an Infant, showing almost complete replace-

ment of the liver tissue by sarcomatous growth. The organ is much
enlarged, but maintains its ordinary shape ; the surface is smooth, and
gives little indication of the change within. The cut surface shows
almost universal infiltration with whitish new growth. The dark areas

on the cut surface represent the remains of the liver tissue. Microscopi-

cally the growth is a small round-celled sarcoma.

From an infant ^t. 8 weeks. The abdomen was unduly prominent at birth,

and there was a tumour having the characters of an enlarged liver. There was
no jaundice or ascites. The liver weighed 49 ounces. A small nodule in one
suprarenal was apparently a secondary growth. No other organs were affected.

See Histological Records, xxi. 22i5d.

See Transactions of the Pathological Society, vol. xlix. (1898), p. 137.

Presented by G. Heaton, Esq., F.R.C.S.

SARCOMATOUS CYSTS OF LIVER.

2215e. Portion of a Liver, from a case of widely-distributed sarcomatous

growth, showing the formation of cysts by the breaking down of secondary

nodules. Several cysts are seen on the cut surfaces, varying in size from
that of a pea upwards : the largest is more than 2 inches in length by
I inch in breadth. Each is surrounded by an indistinct capsule, and the

walls show ragged remains of hsemorrhagic growth adhering to them.

Here and there are small whitish nodules of growth which have not

broken down : one of these is in contact with a good-sized cyst. In the

fresh condition the cysts were filled with broken-down, dark material

looking like blood-clot. Microscopically the walls of the cyst show a

scanty, ragged sarcomatous fringe.

From a woman set. 49 years. Eleven months before death the primary growth
appeared in the skin of the back ; it was removed six months later, and vras
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found to be a sarcoma. The axillary glands were early affected, and at the
autopsy the cervical and axillary glands were found infiltrated, and there were
secondary growths in the pleurce, lungs, liver, and bones.

See Histological Records, xxi. 22i5d.

See Surgical Post-Mortem Register, (1897), p. 261 ; and Female Surgical Register

^

vol. iii. (1897), No. 1286.

SECONDARY MALIGNANT DISEASE OF LIVER.
2216g. A Portion of a Liver and Gall-Bladder, showing^ a secondary nodule

of malignant disease, wliich probably began in the edge of the liver, and
has compressed the fundus of the gall-bladder before it. The peritoneal

covering of the gall-bladder is continued on to the tumour, so that from
the outside the growth appeared to be in the wall of the gall-bladder.

The section shows, however, that this is not the case. Microscopically

the growth is apparently a round-celled sarcoma.

From a man £et. 28 years, who died of malignant disease of the lung. There
was only one other secondary mass in the liver, and several in the pancreas and
kidneys.

A section of the growth is preserved in the Histological Records, xxi. 22i6g.
See Medical Post-Mortem Register, vol. xxiv. (1897), p. 156 ; and Male Medical

Register, vol. v. (1897), No. 92.

LYMPHADENOMA OE LIVER.
2223a. A Portion of the Liver from a case of Hodgkin's disease in a child.

The surface shows a number of prominent whitish lymphadenomatous
nodules of various sizes. It also shows pittings and other minor irregu-

larities. The section shows one or two lymphadenomatous areas near

the capsule. Microscopically the nodules are typical lymphadenoma.
From a boy £et. 4f years.

A portion of the spleen is preserved in Series xxv. No. 2305c, under which
heading the clinical notes and references will be found.
A section of the liver is preserved in the Histological Records, xxi. 2223a.

NiEVUS OF LIVER.
2224b. A Section through the Liver, exhibiting a large naevus close to the

under surface of the organ. The cavernous structure is well shown.

A microscopic specimen is preserved in the Histological Records, xxi. 2224b.

Presented by Professor Kanthack.

SERIES XXIY.

DISEASES OF THE LYMPHATIC GLANDS AND
VESSELS.

LEUKEMIA.
2277a. The Mesentery of a case of spleno-medullary leukaemia, showing a

moderate and uniform enlargement of the lymphatic glands.

The spleen is preserved in Series xxv. No. 2295g, and a section of the tibia in

Series i. No. 295a.

A section of one of the lymphatic glands is preserved in the Histological Records,
xxiv. 2277a.

For references see Series xxv. No. 2295g.

VOL. XXXIV. Z
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MELANOTIC SARCOMA.
2294a. A Mass of Lymphatic Glands from the Axilla, showing secondary

deposition of m.elaiiotic sarcoma. Haemorrhage lias occurred into the

mass here and there.

Removed by operation from a woman set. 66 years.

See Female Surgical Register, vol. ii. (1897), No. 2236.

2294b. Another Group of Axillary Glands from the same case as 2294a,

showing a larger haemorrhage.

For reference, see preceding specimen.

SERIES XXV.

DISEASES AND INJUEIES OF THE SPLEEN.

LETJK-ffiMIA.

2295g. A Portion of the Spleen from a case of spleno-medullary leukaemia.

The organ weighed 96 ounces. The capsule is thickened and shows
pitting ; the remains of adhesions are seen here and there. The section

is of a uniform chocolate red colour, and shows no trace of the Malpighian

bodies. On the convex surface of the organ is a large necrotic infarct of

a bright yellow tint, surrounded by a narrow zone of haemorrhage, the

surface over which is a little depressed.

From a man set. 47 years, who presented the typical characters of spleno-

medullary leuksemia. The blood-count a month before death showed 119,700
leucocytes and 2,601,000 red corpuscles per cubic mm. There were many
nucleated red corpuscles, many myelocytes, but few eosinophil cells. The
duration of the disease was thirteen months.
A specimen of the mesenteric glands from this case is preserved in Series xxiv.

No. 2277a, and a section of the tibia in Series i. No. 295a.

Microscopical sections of the spleen, liver, and lymphatic glands are preserved
in the Histological Records, Series xxv. 2295g and 2277a.

See Medical Post-Mortem Register, vol. xxv. (1898), p. 145 ; and Male Medical
Register, vol. iii. (1898), No. 81.

HiEMORRHAGE INTO SPLEEN.
2295h. Portion of a Spleen from a case of infective endocarditis, showing

haemorrhage into the substance of the organ. The spleen is much en-

larged ; it weighed 41 ounces. At the upper end is a roundish area of

haemorrhage as large as a small orange, not having the shape or aspect of

an ordinary infarct. The blood clot is distinctly laminated. Adjacent
to it are a few smaller haemorrhagic patches.

From a man ast. 46 years, who died of streptococcus endocarditis of the aortic

valves ; ho had also cirrhosis of the liver. No infarcts or hasmorrhages were
found in any other organ.

See Medical Post-Mortem Register, vol. xxiii. (1896), p. 304; and Male Medical
Register, vol. i. (1896), No. 66 and 66a.
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GUMMATA OF SPLEEN.

2299. Portion of a Spleen showing recent gummata. The organ weighed

35 ounces, and contained several gummatous masses, one of the largest of

which is seen at one corner of this specimen, as well as some smaller ones

on the cut surface. K"ear the large gumma there is thickening of the

capsule. There was no lardaceous reaction with iodine.

From a man ffit. 23 years.

The liver, showing gummata, is preserved in Series xxi. No. 2202d.

See Medical Post-Mortem Register, vol. xxiv. (1897), p. 320; and Male Medical

Register, vol. iv. (1897), No. 255.

A microscopic specimen is preserved in the Histological Records, xxv. 2299.

CALCAIIEOUS MASSES IN SPLEEN.

2299b. Section of a Spleen showing a calcareous mass enclosed in a fibrous

capsule. Two smaller patches of a similar nature are also visible. The
spleen was not enlarged, and contained half-a-dozen calcareous masses,

of which that shown in the specimen is the largest. They are possibly

of tubercular origin.

From a man set. 42 years, who died of compound fracture of the skull. The
other viscera were normal.

^Qe Surgical Post-Mortem Register, (1897), p. loS. •

MILIARY TUBERCLE OF SPLEEN.

2301d. A Spleen containing a very large number of miliary tubercles,

which are well seen on the surface of the organ ; a few are situated in

the capsule itself. The organ is considerably enlarged.

From a male child set. 15 months, who died of tubercular meningitis ; there

was acute general tuberculosis.

See Medical Post-Mortem Register, vol. xxv. (1898), p. 82;

LYMPHADENOMA.
2305b. Portion of a Spleen from a case of Hodgkin's disease. The organ

is enlarged; it weighed 9 ounces. On the surface are seen nodular en-

largements, not lighter in colour than the rest of the organ. There are

the remains of adhesions on the concave surface. The section shows
numerous small irregular whitish nodules, from the size of a pin's head

up to that of a pea. Here and there a few small patches of haemorrhage

can be seen.

From a boy set. 12 years, who died after an illness of 8| weeks' duration,

characterised by cough, wasting, weakness, and ansemia. He died on the fourth

day after admission to the Hospital. Post-mortem there was general enlarge-

ment of the lymphatic glands. The marrow of the sternum, lumbar vertebrae,

and femur was almost white. The liver was pale and very fatty.

A microscopic specimen of the spleen is preserved in the Histological Records,

xxv. 2305b.

See Medical Post-Mortem Register, vol. xxiv. (1897), p. 280; and Male Medical
Register, vol. iv. (1S97), No. 254.

2305c. Portion of a Spleen from another case of Hodgkin's disease.

(Compare with the preceding specimen.) The organ is much enlarged,

and has the characteristic " hard-bake " appearance. A few whitish
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nodules are seen on the surface. On the section there are very numerous
yellowish-white areas, none of any considerable size.

From a boy ast. 4f years. The cervical glands were enlarged two years before

death. On admission, eighteen days before death, there was enlargement of the
lymphatic glands generally, and the spleen and liver were notably enlarged. A
fortnight before death a blood-count gave the following results :—Haemoglobin,
28 per cent. ; red corpuscles, 1,900,000 ; leucocytes, 9000 per cubic mm.
A portion of the liver is preserved in Series xxi. No. 2223a.

A microscopic specimen of the spleen is preserved in the Histological Records,

XXV. 2305c.

See Medical Post-Mortem Register, vol. xxv. (1898), p. 71 ; and Male Medical

Register, vol. iii. (1898), No. 34.

SERIES XXVI.

DISEASES OF THE THYMUS AND THYROID
GLANDS.

HiEMORRHAGE INTO THYROID CYST.

23IOI1. A Section of the Cystic Left Lobe of a Thyroid Gland, showing

the results of electrolysis. It consists of a single cyst, the wall of which
is thick and fibrous, and which is filled with blood clot. Attached to it

is a piece of skin from the front of the neck, showing ulceration ; between

the skin and the cyst wall is a mass of inflammatory tissue and blood

clot, the latter having been effused into the tissues in successive layers.

At two points there can be seen the track of the blood as it passed

through the cyst wall.

From a gentleman ast. 50 years, who for 8 years had been affected with a uni-

lateral cystic g6itre, which caused little or no trouble except from its bulk. He
was treated at length for several months by electrolysis, the needles being passed

into the interior of the cyst. Haemorrhage took place, partly into the cyst and
partly, through the punctures, into the tissues of the neck. This caused great

increase in the size of the tumour, which pressed upon the skin till the latter

gave way. The tumour was then removed, as a strong suspicion of malignancy
existed. The true nature of the case was then revealed. The patient made a
rapid and complete recovery.

Presented by H. T. Butlin, Esq.

SERIES XXVII.

DISEASES OF THE SUPRARENAL BODIES.

HJEMORRHAGIC SUPRARENAL BODY.

2320c. A Kidney and Suprarenal Capsule similar to the preceding speci-

men, showing an intensely hsemorrhagic condition of the suprarenal.

From a female infant £et. 4 months, who was brought to the Hospital dead
after two or three days' illness. A purpuric rash was present over the trunk and
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limbs. No other lesions were found at the autopsy. The suprarenals were both
similarly affected. Bacteriological examination of the blood and all the viscera

was entirely negative. The nature of the disease remained doubtful, but the
case is precisely parallel to the preceding one.

See Medical Post-Morteni Register, vol. xxiv. (1897), p. 125 ; and Transactions

of the Pathological Society, vol. xlix. (1898), p. 256.

TXTBERCULOSIS OF SUPRARENAL BODY.
2325a. Section through a Kidney and Suprarenal Body. The suprarenal

body is enlarged, and completely transformed into caseous material.

From a boy fet. 15 years. The cause of death was not clear, though at the
time he was under treatment for tuberculous disease of the tarsus. At the
autopsy the body was emaciated, and showed distinct yellowish-brown pigmenta-
tion ; there was old and recent tuberculosis of the lungs and tuberculous disease

of the right foot. Both suprarenal bodies were similarly affected. The case was
apparently one of Addison's disease.

See S%t,rgical Post-Mortem Register, (1897), p. 233; and Male Surgical Register,

vol. iii. (1897), No. 2106.

SERIES XXYIII.

DISEASES AND INJURIES OF THE KIDNEYS, THEIR
PELVES, AND THE URETERS.

THROMBOSIS OF RENAL VEIN.

2331i. The Kidneys of a Child and their vessels, together with a portion

of the lumbar spinal column, showing the effect of thrombosis of the

renal vein. The inferior vena cava is thrombosed down to the level of

the bifurcation of the aorta, and the thrombosis has extended into both

renal veins ; the clot in the right renal vein is smaller and paler than that

in the left, and appeared older at the autopsy. The clots are adherent

to the vessel wall. The right kidney is pale, and scarcely increased in

size. The left is much enlarged and dark red in colour, showing intense

engorgement, and probably actual extravasation of blood.

From a child a year and a half old, who died of pyaemia. There were infarcts

in the lung, with pleurisy.

See Surgical Post-Mortem Register, (1897), p. 270 ; and Female Surgical Register,

vol. iv. (1897), p. 2479.

LARGE WHITE KIDNEY.
2332b. Section of the Large "White Kidney of chronic parenchymatous

nephritis. The organ is enlarged, and the thickened, pallid cortex con-

trasts well with the congested pyramids. Underneath the capsule (which

stripped easily) are seen dilated vense stellatse, and distended vessels are

visible everywhere throughout the cortex and medulla.

From a boy set. 19 years, who died of chronic nephritis and double empyema.
A microscopic section is preserved in the Histological Records, xviii. 2332b.

See Medical Post-Mortem Register, vol. xxv. (1898), p. 113 ; Male Medical Register,

vol. V. (1898), No. 130.
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TUBERCULOSIS OF KIDNEY.
2340. Section of a Tubercular Kidney. The kidney tissue has been

almost entirely destroyed, and its place is occupied by cheesy deposit

filling loculi which correspond roughly to the pyramids and their equi-

valent cortical areas. These areas are mapped out on the surface of the

kidney, giving it a lobulated aspect. The pelvis of the kidney is little

affected, and the ureter and bladder were natural. The opposite kidney

was unaffected.

From a woman ast. 50 years. The condition of the kidney was unsuspected

during life, the urine having shown nothing abnormal.

See Medical Post-Mortem Register, vol. xxiv. (1897), p. 266 ; and Female Medical

Register, vol. vi. (1897), p. 292.

TUBERCULAR DISEASE OF KIDNEY.
23411 Section through a Eight Kidney showing moderately advanced

tubercular lesions. Caseous nodules as large as a cherry are present, and

are commencing to break down. They appear to have started in the

pyramids and extended into the cortex.

From a boy £et. 11 years, who died of general tuberculosis. He had been

treated for some years for a variety of tubercular affections, including spinal

caries and tubercular arthritis.

The elbow-joint of this case is preserved in Series ii. No. 639b.

See Surgical Post-Mortem Register, (1897), p. 271 ; and Male Surgical Register,

vol. V. (1897), No. 3178.

HiEMORRHAGES INTO KIDNEY.
2389c. A Kidney showing numerous Hsemorrhages into its substance.

The majority of the haemorrhages are in the boundary zone between the

pyramids and the cortex, which is mapped out by them. They are also

present in the cortex, and many are visible on the surface beneath the

capsule. They show a striated arrangement corresponding to the course

of the uriniferous tubules.

From a child set. i year and 7 months, who died of streptococcus septicaemia

associated with diphtheria. Hasmorrhages were present in various organs. The
bladder is preserved in Series xxix. No. 2045d.

See Medical Post-3fortem Register, Yol. xxiv. (1897), p. 241; and Female Medical

Register, {1897), Radcliffe, 81.

SERIES XXIX.

DISEASES AND INJURIES OF THE URINARY
BLADDER.

SUBMUCOUS HiEMORRHAGES IN BLADDER.
2405d. A Bladder showing numerous Submucous Haemorrhages. They

vary in size, and are situated chiefly in the lower part of the organ.

From a child set. i year and 7 months, who died of streptococcus septicaemia

associated with diphtheria, with hasmorrhages into various organs.

A portion of the kidney is preserved in Series xxviii. No. 2389c.

See Medical Post-Mortem Register, vol. xxiv. (1897), p. 241 ; and Female Medical

Register (1897), Radcliffe, 81.
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SERIES XXX.

DISEASES AND INJURIES OF THE BRAIN AND
ITS MEMBRANES.

CYST OF CHOROID PLEXUS.

2511c. A Cyst of the Choroid Plexus. The right lateral ventricle has
been laid open so as to display the cyst in situ. It is a simple cyst, with
thin transparent walls, arising probably from dilatation of a perivascular

lymphatic vessel.

From a man set. 43 years, who died of hsematemesis due to cirrhosis of the liver.

The dilated oesophageal veins of this case are preserved in Series xv. No. 1857b.
See Medical Post-Mortem Register, vol. xxiv. (1897), p. 242.

SERIES XXXI.

DISEASES AND INJURIES OF THE SPINAL CORD
AND ITS MEMBRANES.

GLIO-SARCOMA OF SPINAL CORD.

2541b. Lower Portion of a Spinal Cord, showing a malignant growth
occupying the lumbar enlargement. A thin piece of the growth has

been removed, about its middle part, for microscopic examination, the

cut surfaces being afterwards sutured together so that the form and
size of the tumour are practically unaltered. The growth is oval and
nodulated : it is 1^ inches long, and its upper end is just below the twelfth

dorsal nerve roots. The anterior surface of the cord is not involved—the

tumour lying chiefly on its posterior and lateral surfaces. Below, the

growth extends downwards as a nodular ridge on each side of the pos-

terior aspect of the lumbar enlargement. Transverse sections show that

it apparently started in the posterior half of the cord, near the central

canal, and has destroyed the posterior cornua, compressing, but not

destroying, the anterior cornua and columns. Microscopically it is a

glio-sarcoma. Above the growth well-marked ascending degenerations

are present.

From a man ^t. 55 years, who died sixteen months after the onset of the first

symptoms. Pain and weakness in the right knee were the earliest symptoms
noted, followed, fourteen months later, by similar symptoms in the left knee,
and difficulty in micturition. Both knee-jerks were absent ; sensation was im-
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paired in both legs, but nowhere completely absent ; loss of power was more
marked in the left leg than in the right. Pain in the back was absent.

Microscopic specimens of the growth and cord are preserved in the Histological

Records, xxxi. 2541b.

See Medical Post-Mortem Register, vol. xxv. (1898), p. 13; and Male Medical
Register, vol. ii. (1898), No. 18.

See Transactions of the Pathological Society, vol. xlix. (1898), p. 6.

H^MORIIHAGE INTO SPINAL CORD.

2547b. A Longitudinal Section of the Upper Part of a Spinal Cord, showing
the results of injury. The lesion is sharply localised between the fifth

and sixth cervical segments, and is indicated by a patch of hsemorrhage :

there is probably also laceration, but this is not very apparent in the

specimen. The haemorrhage has tracked upwards for a short distance

between the grey and white matter, and there is a little patchy con-

gestion below.

The patient was a man set. 64 years, who sustained a complete rupture of the
intervertebral disc between the fifth and sixth cervical vertebrae, as the result of
a fall downstairs. There was no displacement of the bones after the accident.
He lived two days after the injury, and presented the following symptoms :

—

Complete paralysis and anaesthesia below the level of the arms. Eespiration
entirely diaphragmatic. All arm muscles paralysed except the deltoids and
biceps. Some sensation was retained over the radial side of the wrists and fore-

arms. Face unaffected. No bulbar symptoms. Complete absence of knee-jerks.
Persistent vomiting. Temperature slightly raised. The symptoms thus corre-
sponded to a total transverse lesion below the level of the fifth cervical nerves.
The patient was under the care of Mr. H. J. Waring at the Metropolitan

Hospital (March 1898). The clinical notes were taken by Mr. E. H. Bremridge,
who also prepared the cord, and presented it to the Museum.

SERIES XXXVI.

DISEASES OF THE TESTICLE, ITS COVERINGS,

AND OF THE SPERMATIC CORD.

TUBERCULAR DISEASE OF TESTIS.

2774f. A Testis affected by Tubercular Disease. It has been laid open, and

shows two caseous nodules, one above and one below, which are just

beginning to break down. In the middle of the organ is an area which

is studded with large grey semi-translucent tubercles. The epididymis

contains numerous tubercles, which are beginning to caseate.

From a man Eet. 43 years, who died of general tuberculosis, which was probably

secondary to the testicular lesion. The prostate and vesiculEe seminales were
extensively affected, as were also both suprarenals.

See Medical Post-Mortem Register, vol. xxv. (1898), p. 127 ; and Male Medical

Register, vol. i. (1898), No. 112.
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SERIES XLI.

DISEASES OF THE OVARIES.

OVARIAN CYST FROM AN INFANT.
29041. All Ovarian Cyst removed from an infant. Although an apparently-

simple unilocular cyst, it has in reality a few small secondary cysts in its

wall, though none are as large as a pea. Microscopically, secondary cysts

are numerous in its walls. Probably congenital.

Removed by operation from an infant set. 4 months, whose abdomen had been
increasing in size for three weeks. The child made a good recovery. The cyst

contained 60 ounces of fluid.

A microscopic section of the cyst wall is preserved in the Histological Records,

sli. 2904i.

See Transactions of the Pathological Society, vol. xlix. (1898), p. 187.

Presented by D'Arcy Power, Esq., F.R.C.S.

SERIES XLII.

DISEASES OF THE UTERINE APPENDAGES.

CYSTIC HYDATID OF MORGAGNI.
2934:C. The Outer End of a Fallopian Tube, showing a dilated hydatid

of Morgagni attached to the timbriated extremity by a slender pedicle

some 2 inches in length. A small piece of omentum is adherent to the

cyst. Below, the fimbriated end of the tube is seen, but the fimbrite are

less obvious than they were in the fresh condition. There is a small cyst

in connection with the parovarium.

From a woman set. 33 years, upon whom an operation was performed for a
tubo-ovarian cyst. The condition here shown was found on the opposite side.

For references see No. 2937d in this Series, where the tubo-ovarian cyst is

preserved.

HYDROSALPINX AND CYSTIC OVARY.
2936a. Uterine Appendages of the Left Side, showing a coiled and dilated

Fallopian tube in a condition of hydrosalpinx. The ovary, seen below,

is in a cystic condition. The specimen illustrates a stage in the formation

of a tubo-ovarian cyst, but there is as yet no communication between the

ovarian cyst and the dilated tube.

From a woman ast. 37 years, upon whom abdominal hysterectomy was per-

formed for uterine fibroids.

See Female Medical Register, vol. vi. (1897), No. 321.

DOUBLE PYOSALPINX.
2936b. Enormously Distended Fallopian Tubes, removed by operation. The

right tube is the larger one ; it contained 340 c.c. of pus, and weighed
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28 ounces. The left contained 200 c.c. of pus, and weighed 13I ounces.

The pus was sweet, and on bacteriological cultivation yielded no growth :

neither gonococci nor tubercle bacilli could be demonstrated in it.

From a woman set. 33 years, marrieel 12^ years, who had never been pregnant.

She had suffered from recurrent pelvic peritonitis, the first attack occurring soon
after marriage. The tubes were known to be enlarged four months before opera-

tion ; ten days before the operation they increased suddenly in size, and formed
a tumour reaching nearly to the umbilicus. The patient made a good recovery.

For details of the case, see Obstetrical Society's Transactions, 1898.

Presented by C. H. Roberts, Esq., M.D.

TUBO-OVARIAN CYST.

2937d. Uterine Appendages of the Left Side, showing a tubo-ovarian cyst.

The Fallopian tube is moderately dilated, and its walls are much
thickened. It communicates by an aperture about a quarter of an inch

in diameter, through which a coloured glass rod has been passed, with a

small ovarian cyst as large as a pear : on the surface of the latter three

daughter cysts are visible. The extremity of the tube is adherent to the

ovary, but externally the line of junction is not obvious, owing to

thickening of the peritoneum.

From a woman tet. 33 years, removed by operation. She had suffered from
pain in the left iliac region for five months.

See Martha Ward Notes, (1898), No. 3231 [sub Anne Hazell).

SERIES XLIII.

DISEASES OF THE UTERUS.

CALCIFYING FIBROMATA.
2995a. A Uterus and Appendages. The uterus is small (senile), and

shows a small fibroid at the fundus. Attached by a slender peduncle to

the anterior surface of the right broad ligament is a large nodulated

tumour, almost entirely calcified. Calcareous degeneration is so far

advanced that no microscopic determination of its character is possible.

It is, however, probably a calcified fibroid which has become detached

from the uterus, remaining attached by the peritoneal stalk alone, which

has become elongated by dragging. Attached to the upper and anterior

portion of the left ovary by a short thick pedicle is a smooth firm tumour.

This also contains some calcareous matter, but proves on microscopic

examination to be a fibroma.

From a woman set. 71 years, who died suddenly from spontaneous rupture of

the left ventricle.

A section of the ovarian fibroma is preserved in the Histological Records, xliii.

2995a.

See Transactions of the Pathological Society, vol. xlix. (1898), p. 190.

Presented by H. B. Maingay, Esq.
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CARCINOMA OF UTERUS.

3011a. Cancer of the Body of the Uterus. The uterus has been laid open

on the anterior aspect, displaying a fungating growth filling the cavity of

the organ. Microscopically the growth is an adenoid carcinoma.

A section is preserved in the Histological Records, xliii. 3011a.

Removed by abdominal section from a patient set. 52 years.

Presented by C. H. Roberts, M.D.

SERIES XLVI.

DISEASES AND INJURIES INCIDENTAL TO

GESTATION AND PARTURITION.

rCETUS PAPYRACEUS.
3073b. A Female Foetus Papyraceus, of probably five months' development,

which was removed by operation from the peritoneal cavity. It was

probably derived from an extra-uterine gestation. It is shrivelled and

parchment like, and shows several bands and adhesions.

From a woman set. 35 years, who had not been pregnant before. Pregnancy
commenced twelve months before admission to the Hospital. The abdomen in-

creased in size up to the fifth month, when it began to get smaller again. Three

months before admission the abdomen increased again in size ; menstruation

occurred irregularly. Two months before admission she began to suffer from
increasing abdominal pain and difficult micturition. On admission a hard irregular

abdominal tumour was found, reaching up from the pelvis to ih, inches above the

umbilicus, and extending more on the left than on the right side. On operation

this was found to be a cyst, with very friable walls, which contained the foetus

and about two pints of stinking pus. There was no visible placenta. The
patient made a good recovery.

See Female Surgical Register, vol. ii. (1898), No. 1492.

SERIES XLVIII.

DISEASES OF THE MAMMARY GLAND.

PAGET'S DISEASE OF NIPPLE.

3I8II1. An Amputated Breast, showing ulceration and destruction of the

nipple and areola, in association with carcinoma (Paget's disease). The
nipple is completely destroyed, and there is ulceration of a considerable

portion of the areola.

From a married woman set. 64 years. The nipple had been sore for three

years. Scirrhous cancer was found in the breast and in the axillary glands.

See Female Surgical Register, vol, v. (1897), No. 1274.
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COLLOID CARCINOMA OF MALE BREAST.
3185f A Male Breast, showing a tumour of gelatinous appearance, about

the size of a cherry. Microscopically it proved to be a colloid carcinoma.

Removed by operation from a man ast. 58 years.

A microscopic specimen is preserved in the Histological Records, xlviii. 3i85f.

See Male Surgical Register, vol. iv. {1898), No. 1259.

SERIES L.

GENERAL PATHOLOGY.

LUPUS or PERIN-aJUM.

3233ii. A Patch of Lupus, removed by operation from the perinseum of a

woman set. 40 years, at the margin of the anus. The thickened nodular

margin is well seen. The central scarring and depression is the result

of old operative interference.

A microscopic specimen is preserved in the Histological Records, I. 3233n.
See Female Surgical Register, vol. v. '(1898), No. 2700.

EPITHELIOMA FOLLOWING TUBERCULAR DISEASE OF CAR-
PUS.

3327d. A Hand with part of the Forearm, showing an extensive fungating

growth, originating at the back of the wrist, and spreading around tlie

liand till it has practically encircled it. The hand is claw-like, and the

fingers are in an atrophic condition, the index and ring fingers being
especially shrunken. Microscopically the growth is a typical epithelioma,

Avith numerous cell nests.

From a man ajt. 64 years, who had suffered since childhood from tubercular
disease of the carpus. He had noticed the present growth for three months
before admission to the Hospital. It commenced at the site of a chronic sinus
connected with the wrist-joint.

A microscopic specimen is preserved in the Histological Records, 1. 3327d.
See Male Medical Register, vol. iv. (1898), No. 121 1.

COLLOID CANCER OF OMENTUM.
3339b. A Portion of the Great Omentum, thickened by infiltration with

colloid cancer. It is suspended by a glass rod passed through the

transverse colon, which runs across the upper part of the specimen, and
is in one place infiltrated by the growth. The omentum is from i to 2

inches thick in parts, and irregularly nodular. It shows well the semi-

translucent character of the colloid growth.

From a woman set. 59 years. The primary growth was probably in the ovary.

Tlie duration of symptoms was three months.
A microscopic specimen of the ovarian growth is preserved in the Histological

Records, 1. 3339b.
See Surgical Post-Mortem Register, (1897), p. 201 ; and Female Surgical Register,

vol. ii. (1897), No. 1736.
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COLLOID CARCINOMA: SECONDARY GROWTHS IN BONE.

S340b. Section through part of a Sternum, showing a secondary deposit

of colloid carcinoma throughout its whole thickness. There is great local

thickening of the bone, with formation of outgrowths on its anterior and
posterior surfaces : this appearance is, however, due in large part to sub-

luxation from softening. The semi-translucent character of the growth
is well seen.

The patient was a married Avoman, set. 39 years, the greater part of whose
right breast was removed in June 1890, at University College Hospital, on ac-

count of a growth which was regarded as a duct-papilloma, but which re-examina-
tion has proved to be carcinomatous. Local recurrence was noted in December
1894, and was surgically dealt with in August 1896, the growths being colloid

cancer. General metastasis occurred and she died in January 1898. The ster-

num was affected two months before death. Some of the metastatic growths
had undergone colloid degeneration, others had not.

Part of the skull of this case is preserved in No. 3340c.

A microscopic specimen is preserved in the Histological Records, 1. 3340b.

See Transactions of the Pathological Society, vol. xlix. (1898), p. 303.

Presented by Dr, W. d'Este Emery.

3340c. Portion of the SkuU-Cap of the same patient, showing a large

deficiency in the right half of the frontal bone, some 3 inches in length

by 2 in breadth, the gap being filled up by a dense membrane. The
bone around the edges of the aperture is thickened and irregular. In

the small window cut at one place (in order to obtain material for

histological examination) the edge of the bone and its passage into

membrane is visible in section. The lesion is due to the secondary

deposit of carcinoma in the bone, leading to absorption of the bony
tissue : the cancerous tissue has then undergone atrophy, leaving only a

dense membrane of fibrous tissue. To the naked eye no new growth
is visible in the bone : microscopically it is evident enougli.

A microscopical section is preserved in the Histological Records, 1. 3340c.

For references see, in part, under preceding specimen (3340b). The skull was
found to be affected three months before death, when, after severe headache of

some duration, a depression 2 inches in diameter was found in the right frontal

bone. This increased in size, and the right side of the forehead sank in to a
depth of about i| inches. The skin was unaffected, and there were no cerebral

symptoms. The pulsations of the brain could be felt through the membranous
gap.

ANGIOMA.
334:7c. Section of a ISTasvoid Growth removed from the subcutaneous tissue

of the thigh. It contained no less than 120 c.c. of blood. Microscopi-

cally it is an ordinary cavernous angioma, but in one place it contains

cartilage.

The patient was a woman ast. 45 years ; the duration of the growth was fourteen

years.

A microscopic section is preserved in the Histological Records, 1. 3347c.

See Female Surgical Register, vol. i. (1898), No. 1239.

RETROPERITONEAL CYST.

3372a. A Portion of a Cyst removed by operation from behind the peri-

toneum in the region of the descending mesocolon. The cyst is a simple
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one, and lias thick walls of dense vascular connective tissue. Its contents

are apparently altered blood clot, and were semi-fluid when fresh : a

portion of the contents has fallen out. There was no evidence that the

cyst arose in connection with either pancreas or kidney ; it is surmised

that it may have arisen in connection with the remains of the Wolffian

body.

The patient was a young woman £et. 20 years, otherwise healthy. The tumour
had been noticed for two years, and had increased gradually in size. It was
freely movable, painless, and caused no trouble.

See Transactions of the Pathological Society, vol. xlix. (1898), p. 183.

Presented by C. B. Lockwood, Esq., F.E.C.S.

SERIES LIII.

CALCULI AND OTHER CONCRETIONS FORMED IN

THE DIGESTIVE ORGANS.

245f. An Enormous Salivary Calculus, weighing 10.2 grammes. It

measures 34 mm. in length and 2 1 mm. in its broadest diameter : its

circumference is 60 mm.
It was removed by operation from the parotid duct of a native soldier in the

Bengal cavalry.

Presented by Surgeon-Major W. Sykes.

SERIES LVI.

CASTS AND MODELS OF DISEASED AND
INJURED PARTS.

FAULTY POSITION OF KNEE-JOINT FOLLOWING EXCISION.

16c. Cast of the Left Knee-Joint of a man set. 32 years, showing

malposition resulting from an excision of the joint for tubercular disease

at the age of 4 years. The joint was firmly anchylosed in the position

of flexion here shown, and there was much muscular wasting. There

was also considerable shortening of the leg.

See Male Surgical Register, vol. iv. (189S), No. 74.

OLD TUBERCULAR DISEASE OF ANKLE.
16d. Cast of the Right Foot and Ankle of a boy set. 12 years, showing the

result of old tubercular disease of the ankle-joint. The foot is everted :

the movements of the joint were not much limited. The internal

malleolus is enlarged and thickened, and above it are the scars left by

abscesses in connection with the joint.

See Male Surgical Register, vol. iv. (1897), No. 915.
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MALPOSITION RESULTING FROM FRACTURE OF TIBIA.

30a. Cast of a Left Foot, showing deformity produced by an old fracture

at the lower end of the tibia. The foot is everted, with limitation of

joint movement. The thickening over the front of the ankle is due to

callus.

See Female Surgical Register, vol. v. (1898), No. 689.

DEFORMITY OF WRIST FROM INJURY IN CHILDHOOD.
45c. Cast of the Left Hand and Lower Part of the Forearm of a man

£et. 54 yeard, showing a deformity resulting from injury at the age of

5 years. There is no sufficient evidence as to the nature of the original

injury, but its result has been defective growth at the lower end of the

radius. The radius is about i h inches shorter than the ulna, and the hand
is displaced to the radial side, so that the ulna causes a well-marked

prominence. The usefulness of the hand was not impaired : the grasp

was good, and the muscles of the forearm well nourished and strong.

See Male Medical Register, vol. i. (1898), No. 155.

PARTIAL DISLOCATION OF ASTRAGALUS.
58c. Cast of the Left Foot of a man set. 24 years, showing a deformity

resulting from an injury received at the age of 5 years. The astragalus

appears to be partially dislocated forwards, causing a marked prominence

on the dorsum of the foot. There is a considerable degree of talipes

equinus and pes cavus, and there is wasting of the calf muscles.

See Male Medical Register, vol. i. (1898), No. 156.

TALIPES VARUS AND PES CAVUS.
87i. Oast of the Right Foot of a boy set. 15 years, showing a condition of

inveterate club-foot. The foot is in the position of varus and cavus,

with the OS calcis drawn up and the cuboid resting on the ground. There

is partial dislocation of the astragalus outwards.

Photographs of the case, before and after operation, are preserved in Series

Ivii. No. r342n.

See Male Surgical Register, vol. v. (1898), No. 819.

SERIES LVII.

DRAWINGS AND PHOTOGRAPHS OF DISEASED OR
INJURED PARTS.

ACROMEGALY.
3c. Photograph of a man aat. 52 years, showing the characteristic appear-

ances of acromegaly.

The tibia of this case is preserved in Series i. No. 74n.

A microscopic section of the pituitary body is preserved in the Histological

Records, i. 74n.

For references see under Series i. No. 74n.
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CUBVATUIIE OF TIBI^ DUE TO RICKETS.

25a. Photograph of the Legs of a woman aet. 27 years, showing deformity

due to former rickets.

See Female Surgical Register, vol. ii. (1897), No. 637.

GENU VALGUM.
25b. Photograph of a girl set. 8 years, the subject of great rickety

deformity.

See Female Surgical Register, vol. ii. (1897), No. 1106.

ANCHYLOSIS OF BOTH HIP-JOINTS.

63c. Photograph of a girl set. 13 years, with anchylosis of both hip-joints,

due to bilateral hip-disease. There was some shortening of the left leg

(one inch), slight lateral curvature, and well-marked lordosis. The patient

could stand and walk fairly well.

See Female Surgical Register, vol. ii. (1897), No. 1029.

ANCHYLOSIS OF RIGHT HIP.

63d. Photograph showing Anchylosis of the Eight Hip-Joint, with faulty

position of the right leg.

From a youth set. 17 years, wlio had hip-disease two years before, which was
treated by extension.

See Mcile Surgical Register, vol. ii. (1897), No. 2931.

RHEUMATOID ARTHRITIS.

67b. Photograph of a girl set. 5 years, the subject of advanced chronic

rheumatoid arthritis.

The joints had been swelled for two years before admission.

See Female Medical Register, vol. v. (1897), No. loi.

CHARCOT'S DISEASE OF THE KNEE-JOINT.

96a. Photograph showing Deformity of the Eight Knee produced by

Charcot's disease.

From^ a man aat. 74 years. Enlargement of the knee-joint had existed for two
years before the photograph was taken. Both knee-jerks were totally absent,

but there were no other signs of tabes. The pupils were equal, and reacted both
to light and accommodation.

See Male Surgical Register, vol. i. (1897), No. 160.

LATERAL CURVATURE OF SPINE.

132. Photographs of a youth set. 19 years, suffering from lateral spinal

curvature, to illustrate the mode of application of a double Thomas'
splint to rectify the deformity.

See Mcde Surgical Register, vol. ii. (1897), No. 664.

133. Photograph of the Back of a boy set. 14 years, showing marked
lateral curvature.

See Male Surgical Register, vol. iii. (1898), No. 1285.
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ATROPHY OF SPINAL MUSCLES—TREATMENT WITH JACKET.

144b. Photographs of a woman set. 35 years, suffering from atrophy of the

spinal muscles. Ho. i shows that the spine is straight when she lies on

her back. No. 2 shows inability to stand erect without support. No. 3

shows ability to stand erect with the support afforded by the jacket.

See Reports of Orthopcedic Department, (1898), No. 160.

UMBILICAL HERNIA.
466a. Photograph of a woman set. 42 years, showing a large, lobular,

umbilical hernia.

See Female Surgical Register, vol. iv. (1898), No. 57.

INTERSTITIAL HERNIA.
468a. Photograph of a man set. 52 years, showing a large interstitial

hernia on the right side.

See Male Surgical Register, vol. iii. (1897), No. 3370.

EXOPHTHALMIC GOITRE.

5361). Photograph of a man set. 34 years, the subject of well-marked

exophthalmic goitre.

See Male Medical Register, vol. v. (1897), No. 35.

GOlTRE.

582a. Photograph showing a large Goitre in a woman set. 64 years. It was

considered to be a goitre of long standing, with recent malignant growth.

The patient died two months after the photograph was taken.

See Female Surgical Register, vol. i. (1897), No. 154.

TUBERCULAR MENINGITIS.

695a. A Drawing of the Left Cerebral Hemisphere of a child who died

of tubercular meningitis. The tubercles have a somewhat unusual

distribution, being very thickly set over the left Eolandic region,

(Leonard Mark, Esq.)

See Medical Post-Mortem Register, vol. xxv. (1898), p. 75.

RIGHT FACIAL PALSY.

724c. Photograph of a Man suffering from Eight Facial Palsy, showing

inability to close the eye on the affected side.

ANTERIOR STAPHYLOMA OF SCLEROTIC.

736b. A Drawing of the Left Eye of a man set. 56 years, showing a

whitish tumour lying immediately outside the corneal margin. It was

incised, and found to be a staphyloma. (Leonard Mark, Esq.)

See Ophthalmic Ward Book, (1897), No. 839.

KERATITIS.

736c. A Drawing of the Left Eye of a woman set. 72 years, showing a

patch of keratitis of unusual form. (Leonard Mark, Esq.)

See Ophthalmic Ward Notes, (1897), No. 128.

VOL. XXXIV. 2 A
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KAPOSI'S DISEASE.

833b. A Drawing of the Preceding Case taken two years and two months

later than 833a. The progress made by the growths is very marked, the

nose and nasal septum being extensively involved. (Leonard Mark, Esq.)

The child was 10 years old at the time this second drawing was taken. The
growths were subsequently removed as far as possible.

A microscopic specimen of one of the growths is preserved in the Histological

Records, Ivii. 833b, and may be compared with the earlier one, 833a, in the same
series. Both are indistinguishable from ordinary epithelioma.

See Female Medical Register, vol. ii. (1898), No. 49.

For old references see under 833a in this Series.

ECHTHYMATOUS ERUPTION.
897a. Drawing of a Child set. i year, showing on the right shoulder a

peculiar eruption of an echthymatous character. The central patches

have a black, dry, gangrenous base, and are surrounded by pustules.

(Leonard Mark, Esq.)

The eruption was of short duration. Cultures from the pustules yielded only
staphylococci. Later the child developed pneumonia and subcutaneous abscesses

(which also yielded staphylococci on culture). Good recovery.

See Female Medical Register, vol. ii. (1898), No. 48.

IODIDE RASH.

921a. Drawing of a Woman set. 26 years, the subject of syphilis, showing

a characteristic and extensive iodide eruption. (Leonard Mark, Esq.)

From the Out-Patient Department for Diseases of the Skin, 1898.

SARCOMA OF MEATUS URINARIUS.
1010. Drawing of the External Organs of Generation of a woman,

showing a round mass as large as a walnut growing from the urethral

orifice. Microscopically it was found to be a sarcoma. (Leonard Mark, Esq.)

The patient was 68 years of age ; the growth had been noticed for three months.
See Female Medical Register, vol. vi. (1897), No. 300.

LUPUS OF VAGINA.
1011. A Drawing of the Yagina and External Organs of Generation in a

woman set. 57 years, illustrating the condition known as lupus of the

vagina. The smaller drawing shows the appearance of the os uteri as

seen through a speculum. Microscopically the condition was shown to

be truly tubercular ; scrapings from the mucous membrane showed charac-

teristic tubercle, with typical giant-cells. (Leonard Mark, Esq.)

See Martha Ward Notes, (1898), No. 3222 (sub J. Revel).

ULCERATION OF VULVA.
1011a. Drawing of the External Organs of Generation of a woman set.

37 years, showing a condition of localised ulceration at various places,

including the orifices of Bartholin's glands. The nature of the morbid
process was uncertain. (Leonard Mark, Esq.)

See Female Medical Register, vol. vi. (1897), No. 352.
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RECUmiENT SARCOMA OF THE BREAST.
1046c. Photograph showing Eecurrence of Sarcomatous Growth in the

scar, after amputation of the right breast.

From a woman ffit. 62 years. Kecurrence took place 15 months after partial

amputation of the breast for sarcoma. The recurrent growth after removal was
found to be a myxo- sarcoma.

See Female Surgical Register, vol. i. (1897), No. 471.

TERTIARY SYPHILITIC ULCER.
1153a. Drawing of the Face of a Man, showing a tertiary syphilitic ulcer

on tlie lower eyelid. (Leonard Mark, Esq.)

See Male Surgical Register, vol. v. (1897), No. 323.

CONGENITAL SYPHILIS.

1156. Drawings of the Lower Part of the Face and of the Anus of a male

child set. 15 months, the subject of congenital syphilis. The face shows
an unusual circinate eruption in concentric rings. The anus shows
condylomata. (Leonard Mark, Esq.)

From the Out-Patient Department for Diseases of the Skin, 1896.

NiEVOID CONDITION OF LEG, WITH THICKENING OF SOLE
OF FOOT.

1207a. Drawing of the Right Leg and Foot of a boy set. 9 years, showing

multiple nsevoid patches, with great thickening of the skin over the sole

of the foot. (Leonard Mark, Esq.)

See Male Surgical Register, vol. i. (1898), No. 1440.

RODENT ULCER OF AXILLA.
1294a. Drawing of the Chest and Arm of a man set. 75 years, show-

ing a rodent ulcer of the left axilla of five years' duration. (Leonard

Mark, Esq.)
Presented by W. McAdam Eccles, Esq., F.R.C.S.

RODENT ULCER INVOLVING EYEBALL.
1296a. Photograph of a very Extensive Rodent Ulcer of the Forehead
and Left Cheek, which has invaded the left eyeball.

From a woman set. 49 years.

Sections of the growth and of the eyeball are preserved in the Histological

Records. Ivii. 1296a (i and 2).

See Female Surgical Register, vol. i. (1898), No. 1298.

TALIPES VARUS AND PES CAVUS.
1342n. Two Photographs of the Lower Extremities of a boy set. 15 years,

showing the result of operation for inveterate talipes varus and pes cavus.

The upper photograph shows the condition of the right foot before

operation, the lower one the result of the operation.

A cast of the right foot before operation is preserved in Series Ivi. No. 87!.

See Male Surgical Register, vol. i. {1898), No. 819.
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CONGENITAL CONSTRICTIONS AND AMPUTATIONS.

1359a. Photograph of a Boy set. 1 1 years, showing intrauterine amputa-

tion of right hand and constriction of left leg.

A cast of the leg is preserved in Series xxxvii. {Anatomical and Physiological

Catalogue), No. gob.

See Male Surgical Register, vol. v. (1898), No. 1479. A skiagraph of the fore-

arm is preserved in the Ward Notes.

LAMELLAR CATARACT—RIDGED TEETH.

1373a. Photographs of a Man set. 21 years, who suffered from lamellar

cataracts. One shows the facial expression, the other the characteristic

ridged form of the teeth.

See Ophthalmic Ward Notes, (1898), No. 1546,

TETANUS.
1376. Photograph showing the facial expression in a case of chronic

tetanus. The mouth is opened to the full extent.

See Male Surgical Register, vol. v. (1897), No. 183.

TERATOLOGICAL CATALOGUE.

SERIES L—ABNORMAL CONDITIONS OF THE AXIS.

CLASS II.—DUPLICITY.

SUB-CLASS III.—HETEROLOGOUS UNION.

PARASITIC FCETUS.

3421a. A New-born Puppy, showing the malformation known as Thoraco-

pagus parasiticus. The parasitic foetus is attached between the sternum

and umbilicus of the autosite. One limb projects from the thorax at the

level of the fore-limbs of the autosite.

Presented by Miss Whittingham.

CLASS Y.—AEREST OF DEYELOPMENT.

SUB-CLASS II.—IMPERFECT DEVELOPMENT OF THE BRAIN
AND ITS MEMBRANES.

DOUBLE CRANIECTOMY PERFORMED FOR MICROCEPHALY.
3441a. The Brain and Skull of a male microcephalic, idiot set. 13 years,

upon whom the operation of craniectomy had been twice performed

without any relief to the symptoms. The brain, which has been pre-

pared with formalin and glycerin, weighed 22,^ ounces when fresh. It

is much atrophied, chiefly in the posterior cerebral lobes, which do not

cover the cerebellum. The convolutions in some places are narrowed,
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and dense in texture ; in other places they appear almost natural. The
skull is small and is narrow transversely, and has a somewhat sloping fore-

head. It is, however, by no means an extreme example of microcephaly.

The fontanelles are closed, and the sutures firmly united, but not actually

synostosed. The whole vault of the skull is abnormally thick and dense.

The crescentic apertures left by the operations are closed by a dense

fibrous membrane, which on the left side (on which the operation was

performed three months before death) show indications of commencing

ossification, which are barely visible on the right side where the operation

had been performed a month later.

The boy had been born at the seventh month, and had never shown any signs

of intelligence. There was a history of occasional convulsions, with constant

nystagmus and internal squint. The condition was not improved by the opera-

tions, and the patient died ultimately with thrombosis of the renal veins and
inferior vena cava.

See Surgical Post-Mortem Register, (1895), p. 46; and Male Surgical Register,

vol. ii. (1895), No. 3172.

SUB-CLASS v.—DEFECTIVE CLOSUEE OF THE AXIAL CANAL
OF THE CEREBEO-SPINAL SYSTEM.

MENINGO-MYELOCELE.
3478a. A Median Vertical Section through the Spinal Column of a child,

showing a sacral spina bifiida. The neural arch of the last lumbar vertebra

is complete, but those of the sacral vertebrae are absent. The tumour is

a meningo-myelocele, and the filum terminale and one or two spinal nerves

are seen crossing the cavity.

From a female child set. 3 months, who died of hydrocephalus.

See Surgical Post-Mortem Register, (1897), p. 99 ; and Female Surgical Register

vol. iii. (1897), No. 331.

SERIES IL—ABNORMAL CONDITIONS OF THE
LIMBS.

CLASS III.—EXCESS OF GROWTH.

MACRODACTYLY.
3501a. The First Two Digits and Metatarsal Bones of the Right Foot,

showing the condition known as macrodactyly. The bones appear to share

equally with the soft tissues in the overgrowth. The increase in the

cubcutaneous fat is very noticeable.

Removed by operation from a boy ^t. 13 years, who was born with enlargement
of the first and second toes ; the other digits were normal. There was a little

movement in the toes, but some pain on walking. The other foot was normal,

and there was no history of similar deformity in the family.

A cast of the foot before operation is preserved in the Teratological Collection,

Series xxxvii. Class ii. No. 8ia.

See Transactions of the Pathological Society, vol. xlix. (1898), p. 203.

Presented by Robert Jones, Esq., F.R.C.S.
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SEEIES VIIL—ABNORMAL CONDITIONS OF THE
GENERATIVE ORGANS.

CLASS Y.—AEEEST OF DEVELOPMENT.

UTERUS UNICORPOREUS ET VAGINA DUPLEX.
3673d. A Uterus with Double Cervix and Vagina. The body of the

uterus, which had been severed from the lower portion at the autopsy,

has been reunited by sutures. The body is single and normal. There

are two complete cervical canals, uniting above at the internal os. There

are two complete vaginse, each with its os externum ; the septum separat-

ing them is entire, stout, and well developed ; the two canals are equal

in size, and the rugse in each are equally well marked. The external

organs of generation were normal.

From a woman set. 22 years, married six months, who died of septicasmia.

See Surgical Post-Mortem Register, (1898), p. 20 ; and Transactions of the Patho-

logical Society, vol. xlix. (1898), p. 190.

ANATOMICAL AND PHYSIOLOGICAL CATALOGUE.

SERIES XXXIL

ORGANS OF GENERATION IN THE FEMALE DURING
PREGNANCY, WITH SPECIMENS ILLUSTRATING
THE DEVELOPMENT OF THE OVUM.

FCETUS AND MEMBRANES.
1217a. A Eoetus with Placenta and Membranes intact, the result of a

miscarriage on the 146th day of pregnancy (the date of impregnation

was accurately known).

See Martha Ward Notes, (1898), No. 3213 [sub C. R. Wood).

FffiTUS.

1248a. A Foetus of between three and four months.
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SERIES XXXYIL

CLASS IL—CASTS OF CONGENITAL MALFORMATIONS.

MACRODACTYLY.
81a. Cast of a Foot showing the condition known as macrodactyly,

affecting the hallux and second toe.

The patient was a boy pet. 13 years. The affected digits were amputated, and
are preserved in the Teratoloyical Collection, Series ii. No. 3501a, under which
heading the case is described.

Presented by Robert Jones, Esq., F.R.C.S.

81b. Cast of the Right Hand of a child, showing a condition of macro-

dactyly affecting the thumh, index finger, and radial side of the hand.

The patient was set. 18 months, and there were no other congenital deformities

in the family. The enlargement was noticed when the child was ten days old,

and it steadily increased. The thumb and iinger were amputated, as the hand
was useless. The enlargement was stated to be due to increase in the amount
of subcutaneous fat.

See Transactions of the Pathological Society, vol. xlvii. (1896), p. 252.

Presented by Robert Jones, Esq., F.R.C.S.

CONGENITAL CONSTRICTIONS.

90b. Cast of the Left Leg of a child set. 11 years. It shows two con-

strictions ; the upper and deeper one is about 3 inches below the knee
;

the lower and slighter one just above the ankle. They had existed from

birth, together with other deformities.

The right hand had undergone intraiiterine amputation at the radio-carpal

articulation ; in the left hand, the two distal phlanges of the ring-finger and
the last phalanx of the middle finger were absent.

A photograph of the case is preserved in Series Ivii. No. 1359a.

See Male Surgical Register, vol. v. (1898), No. 1497.

DEFORMITY OF FOREHEAD.
108a. Cast of the Forehead of a boy est. 3 years, shoAving a remarkable

median prominence of the forehead.

The prominence was of bony consistency, and the deformity was probably of

congenital origin.

See Male Surgical Register, vol. v. (1898), No. 586.
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III.

HISTOLOGICAL RECORDS OF MUSEUM
SPECIMENS.

I. 74n. Section of the Pituitary Body of the case of acromegaly, whose
tibia is preserved in Series i. Ko. 74n, and a photograph of whom will

be found in Series Ivii. No. 3c. It shows extreme vascularity, haemorr-

hages, and thickening of the capsule.

See Series i. No. 7411.

Presented by Dr. William Hunter.

I. 407. Section of the Maxillary Growth from an infant preserved in

Series i. No. 407. It is a trabecular chondro-sarcoma with some
myxomatous change between the trabeculse.

See Series i. No. 407.

II. 569e. Section of the Sarcomatous Growth of the Synovial Membrane
of the Knee-joint preserved in Series ii. No. 5696. It is a pure spindle-

celled sarcoma.
See Series ii. No. 5696.

X. 1656. Section of the Laryngeal Growth preserved in Series x. No.

1656. It is a squamous-celled carcinoma.

See Series x. No. 1656.

XI. 1678g. Section of the Specimen of Carcinomatous Infiltration of the

Pleura preserved in Series xi. No. i678g. It is of columnar-celled type

in places ; but this was more evident in the primary growth in the

breast. (Prepared by J. S. Sandilands, Esq.)

See Series xi. No. i678g.

XI. 1702b. Section of the Lung preserved in Series xi. No. 1702b (septic

pneumonia), taken from a part of the lung where consolidation was not

far advanced. Scattered foci of purulent inflammation are seen in the

neighbourhood of the bronchioles.

See Series xi. No. 1702b.

XI. 1712a. Sections of the Glanders Lung preserved in Series xi. No.

1712a. One has been stained in hsematoxylin and eosin, and shows the

histological structure of the glanders nodules. The other has been

stained with methylene blue to show the bacilli.

See Series xi. No. 1712a,
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XI. 1729c. Section of the Lung preserved in Series xi. No. 1729c, showing
the new growth. It is a spheroidal-celled carcinoma.

See Series xi. No. 1729c.

XV. 1842a. Section of the Growth of the Pharynx preserved in Series xv.

jSTo. 1842a. It is a sarcoma, containing some fibrous tissue, and in

places a large number of blood-vessels.

See Series xv. No. 1842a.

XV. 1843b. Section accompanying Specimen No. 1843b, of Malignant
Disease of the Pharynx. It is a squamous-celled carcinoma.

See Series xv. No. 1843b.

XV. 1844c. Section of the Esophageal Growth preserved in Series xv. iSTo.

1844c. It is a squamous carcinoma in a condition of necrosis.

See Series xv. No. 1844c.

XVII. 1922. Section of the Stomach preserved in Series xvii. No. 1922.

It is a colloid carcinoma.

See Series xvii. No. 1922.

XVII. 1923. Microscopic section of Specimen No. 1923 in Series xvii,

(Cancer of the Stomach), The coats of the stomach are extensively infil-

trated by carcinomatous growth, which is apparently undergoing colloid

degeneration.

See Series xvii. No. 1923.

XVII. 1923b. Section through the Malignant Pyloric Growth of the

Stomach preserved in Series xvii. No. 1923b. The growth is a

spheroidal-celled carcinoma.

See Series xvii. No. 1923b.

xviii. 2027k. Section accompanying the Specimen of Malignant Stricture

of the Colon preserved in Series xviii. No. 2027k. It is a typical

columnar-celled carcinoma.

See Series xviii. No. 2027k.

xxj, 2198d. Section accompanying the Specimen of Syphilitic Cirrhosis

of the Liver, No. 2i98d. The cirrhosis is seen to be multilobular and
very coarse in character.

See Series xxi. No, 2i98d.

XXI. 2202d. Section of the Liver (xxi. 2 202d) showing a small gumma.
The gumma consists of a mass of caseous material surrounded by dense
fibrous tissue. There is a great increase of fibrous tissue in the liver sub-

stance, not only in the portal canals, but also between the hepatic

cells (inter-cellular cirrhosis).

See Series xxi. No. 2202d.

XXI, 2215d. Section of the Liver preserved in Series xxi No. 22i5d.
The section consists almost entirely of sarcoma tissue, small round cells,

with an incomplete fibrous stroma.

See Series xxi. No. 22150!.
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XXI. 2215e. Section of the Liver preserved in Series xxi. 'No. 22156.

The growth is a mixed-celled sarcoma, composed of large spindle and

round cells. Two sections are preserved—one of a solid nodule, the other

of the wall of a cavity.

See Series xxi. No. 22156.

XXI. 2216g. Section of the Growth of the Liver preserved in Series xxi.

No. 22i6g. It appears to be a round-celled sarcoma. The primary

growth was in the lung or mediastinum.

See Series xxi. No. 22i6g.

XXI. 2223a. Section of the Lymphadenomatous Liver preserved in Series

xxi. No. 2223a. It shows nodules of typical lymphadenoma. (Prepared

by J. H. Churchill, Esq.)

See Series xxi. No. 2223a.

XXI. 2224b. Microscopic section of a l^sevus of the Liver. (Specimen

2224b in Series xxi.)

See Series xxi. No. 2224b.

XXIV. 2277a. Section of Lymphatic Gland from the case of Leukaemia,

the mesentery of which is preserved in Series xxiv. No. 2277a.

See Series xxiv. No. 2277a.

XXV. 2295g. Section of the Leuksemic Spleen preserved in Series xxv.

No. 2 295g. The section is taken through the edge of the infarct, and
the necrotic character of the latter and the narrow zone of haemorrhage

round it are very obvious.

A Section of the Liver from the same case is also preserved under the

same number. It shows well-marked leuksemic infiltration.

See Series xxv. No. 2295g.

xxv. 2299. Section accompanying the specimen of Gumma of the Spleen

preserved in Series xxv. No. 2299. Tertiary syphilitic changes in the

spleen are well seen.

See Series xxv. No. 2299.

XXV. 2305b. Section of the Spleen preserved in Series xxv. No. 2305b

(Lymphadenoma). The capsule is thickened, and there is great patchy

increase of fibrous tissue. The normal structure of the spleen is largely

obscured. (Prepared by J. H. Churchill, Esq.)

See Series xxv. No. 2305b.

xxv. 2305c. Section of the Spleen preserved in Series xxv. No. 2305c

(Lymphadenoma). It shows the changes characteristic of the disease.

(Prepared by J. H. Churchill, Esq.)

See Series xxv. No. 2305c.

xxviii. 2332b. Section of the Large White Kidney preserved in Series

xxviii. No. 2332b. It shows typical chronic parenchymatous change,

but hardly any interstitial increase.

See Series xxviii. No. 2332b.
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XXXI. 2541b. Section of the Growth of the Spinal Cord preserved in

Series xxxi. No. 2541b. The growth is a mixed-celled sarcoma, iu

places containing numerous branched neuroglia cells and corpora

amylacea.

Another section taken from the Cervical Region of the Cord shows
well-marked secondary degeneration in the posterior and inner parts of

the cohimns of GoU.
See Series xxxi. No. 2541b.

XLi. 29041. Section accompanying the Ovarian Cyst preserved in Series

xli, No. 2904!. It shows a small secondary cyst, which is probably a

dilated Graafian follicle.

See Series xli. No. 2904!.

xLiii. 2995a. Section of the Pedunculated Tumour connected with the

Ovary preserved in Series xliii. No. 2995a. The tumour is a pure

fibroma.

See Series xliii. No. 2995a.

XLIII. 3011a. Section of the Uterine Cancer preserved in Series xliii. No,
3011a. It is an adenoid carcinoma.

See Series xliii. No. 3011a.

XLViii. 3185f. Section accompanying the Specimen of Colloid Carcinoma
of the Male Breast preserved in Series xlviii. No. 3185! It is a typical

colloid carcinoma—the colloid change not being very far advanced.

See Series xlviii. No. 3i85f.

L. 3233n. Section of Specimen of Lupus of the Perinseum (Series 1.

3233n). The section is taken close to the margin of the anus, and
shows both skin and anal mucous membrane. There is very extensive

small-celled infiltration of the dermis, and to a far less extent of the

epidermis. There are no definite tubercles to be seen, and there are no
giant-cells.

See Series 1. No. 323311.

L. 3327d. Section of the Growth preserved in Series 1. No. 3327d. It is

a typical epithelioma.

See Series 1. No. 3327d.

L. 3338. Section of the Tumour of the Second Toe preserved in Series 1.

No. 3338. It is a mixed-celled sarcoma undergoing myxomatous
degeneration.

See Series 1. No. 3338.

L. 3339b. Section of the Ovary accompanying Specimen in Series 1. No.

3339b, of Colloid Cancer of the Omentum. It is a typical colloid

carcinoma.
See Series 1. No. 3339b.

L. 3340b. Section of the Colloid Carcinoma of the Sternum preserved in

Series 1. No. 3340b. The cancellous tissue is rarefied and its spaces are
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occupied by carcinomatous tissue, which has in great part undergone

colloid transformation. The tissue has been decalcified and the section

stained by Van Giesson's method. (Prepared by Dr. W. d'Este Emery.)

See Series 1. No. 3340b.

L. 3340c. Section accompanying the specimen preserved in Series 1. No.
3340c. It has been cut through the line of junction between the bone
and the membrane. The spaces in the bone are seen to be filled with

carcinoma. Passing towards the membrane, the bony tissue is seen to

undergo gradual absorption. Further on the cancerous tissue itself

atrophies and disappears, till finally only dense connective tissue remains.

(Prepared by Dr. W. d'Este Emery.)

See Series 1. No. 3340c.

i. 3347c. Section of the Nsevoid Growth preserved in Series 1, No. 3347c.

It is a cavernous angioma.

See Series 1. No. 3347c.

LVii. 833b. Microscopic section accompanying the drawing of Kaposi's

Disease preserved in Series Ivii. No. 833b. The section is taken through

the nasal septum, and shows the epithelial new growth attacking the

mucous membrane. Compare with the earlier section in this Series

(833a).
See Series Ivii. No. 833b,

LVII. 1296a (i and 2). Sections of the Eodent Ulcer shown in the photo-

graph in Series Ivii. No. 1296a. No. i is a section of the ulcer itself.

No. 2 is a sagittal section through the eyeball. The growth has not

penetrated into the interior of the globe, but has attacked the sclerotic

and cornea.

See Series Ivii. No. 1296a.
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F.R.C.S j
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burton, M.D., F.R.S. (2 copies) .

Dictionary of National Biography, to Vol.

54 •

Medical Register, 1898 ....
Medical Directory, 1898....
Post Office Directory, 1898
A Practical Text-Book of the Diseases of

Women, by Arthur IST. H. Lewers, M.D.
(2 copies) . . . . . . {

The Diseases of Women. A Handbook
for Students and Practitioners, by J.

Bland Sutton, F.R.C.S.Eng.,.and Arthur
E. Giles, M.D., F.R.C.S. Lond. .

Quain's Dictionary of Medicine (2 vols.) .

Gray's Anatomy (2 copies)

Walsham's Surgery (2 copies) .

Foster's Pliysiology, Parts iii. and iv., 1891
and 1897 ..,..,
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"Ringer's Therapeutics

Cripp's Ovariotomy
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Hart and Barbour's Gynecology
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Quain's Anatomy, Vol. iii., Parts i., ii., and

iii., 1897 .....
Jacobson's Operative Surgery, 1897
Kanthack and Drysdale's Bacteriology
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Schafer's Essentials of Histology, 1898
Hale-White's Materia Medica (2 copies)

1898
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and ii. . . . . .
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SUMMARY OF SCHOLARSHIPS AND PRIZES

Obtainable by Students at St. Bartholomew's Hospital.

At Entrance :

—

Senior Entrance Scholarship in Physics and
Chemistry ....... £,"]% o o

Senior Entrance Scholarship in Biology and Physio-

logy _ . . . 75 o o

Junior Entrance Scholarship in Science . . 150 o o

Preliminary Scientific Exhibition . . . . 50 o o

Jeaffreson Exhibition . . . . . . 2500
Shuter Scholarship . . . . . . 50 o o

At End of First Year :

—

Junior Scholarship in Anatomy and Biology

(First)........ 30 o o

Junior Scholarship in Anatomy and Biology

(Second) ... . . . . 20 o o

Junior Scholarship in Chemistry and Physics and
Histology (First) . . . . . . 25 o o

Junior Scholarship in Chemistry and Physics and
Histology (Second)

Treasurer's Prize .

At End of Second Year :

Senior Scholarship

Foster Prize

Harvey Prize

Wix Prize .

Hichens Prize

At End of Third and Later Years :

—

Lawrence Scholarship and Gold Medal
Kirkes Scholarship and Gold Medal
Brackenbury Medical Scholarship

.

Brackenbury Surgical Scholarship

Sir George Burrows Prize

Skynner Prize ....
Bentley Prize ....
Matthews Duncan Prize and Gold Medal

After Qualification :

—

Treasurer's Research Studentship . . . . 100

The total value of the Scholarships and Prizes

awarded annually is ;^895.

15
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EXAMINATIONS, 1896-97.

Lawrence Scliolarship and Gold Medal—
G. A . AUDEN

J TT,

J. HussEY
i

^*1-

Brachenhury Medical Scholarship—
T. J. HOEDER.

Brackenhury Surgical Scholarship—
L. B. Rawling.

Matthevjs Dimcan Medal and Prize.

1. Not awarded.
2. E. C. MOKLAND.

Senior Scholarship in Anatomy, Physiology, and Chemistry—
S. R. Scott. F. C. Boerow, xirox. ace.

Open Scholarships in Science, Chemistry, and Physics—
H. F. Parker ) ^
E. H. SCHOLEFIELD \

^"

Open Scholarship in Biology and Physiology—
C. J. Thomas.

Open Scholarship {Junior) in Biology and Physiology—
R. C. Elmslie.

Preliminary Scientific Exhibition—
R. A. S. Sunderland.

Jeaffreson Exhibition—S. G. Mostyn.

Kirkes Scholarship and Gold Medal—
H. Thurspield. T. J. HoRDEE, prox. ace.

Bentley Prize (Medical)— C. C. I. Turnbull,

Hichens Prize—A. G. Ede.

Wix Prize—J. S. Williamson.

Harvey Prize—
I. J. S. Williamson. 2. A. E. Lister. 3. C. A. S. Ridout.

Sir George Burrows Prize—J. L. Maxwell.

Skynner Prize—J. L. Maxwell.

PRACTICAL ANATOMY.
Junior.
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EXAMINATWS, 1897-98.

Lawrence ScholarsliiA) and Gold Medal—
T. J. HORDER.

Braclcenbury Medical Scholarship—
C. Riviere.

Braclcenbury Surgical Scholarshii')—
' H. MUNDY.

Matthews Duncan Medal and Prize—
J. L. Maxwell.

Senior Scholarshij) in Anatom//, Pht/siologi/, and Chemistry—
R. C. Elmslie.

0])en Scholarsliiiis in Science. Chemistry^ and Physics—
C. E. West.

Open Scholar.-fhip in Biology and Physiology—
W. M. Fletcher.

Open Scholarship {Junior) in Biology and Physiology—
H. R. KiDNER

\ jc>

E. C. Williams \

^^
Preliminari/ Scientific Exhibition—

E. G. Pringle.

Jeuffreson Exhibition—
L. R. TosswiLL.

Kirkes Scholarship and Gold Medal—
R. Hatfield.

Bentleii Prize (Surgical)—No award.

Hichens Prize—
F. C. Grone.

Wix Prize—
W. E. L. Davies.

Harvey Prize—
I. S. G. MosTYN. 2. R. C. Elmslie. 3. F. C. Ghone. 4. E. Lauell.

Burrows Prize.—No award.

Skynner Prize—No award.

PRACTICAL ANATOMY.
Junior.
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ENTRANCE SCHOLARSHIPS,

OCTOBER

1898.

Open Scholarships in Science.

Biology and J^hysiology—
L. J. PiCTON, B.A., Oxon. (Merton).

Chtmistry and Physics—
(Not awarded.)

Freliminanj Scientific Exhibition—
A. J. FOKSTER.

Jeaffreson Exhibition—
T. Jefferson Fauldee, B.A., Cantab. (Clare).

Junior Open Scholarship in Science.

C. C. Robinson
J. BUEFIELD ^q.
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ST. BARTHOLOMEW'S HOSPITAL & COLLEGE.

THE MEDICAL AND SURGICAL STAFR

Consulting Surgeons—Sir J. Paget, Bart., D.C.L., LL.D., F.R.S.,

Mr. Luther Holden, Sir Thomas Smith, Bart.

Consulting Ophthalmic Surgeon—Mr. Henry Power.

Physicians—Dr. Church, Dr. Gee, Sir Dyce Duckworth,

Dr. Hensley, Dr. Brunton, F.R.S.

Surgeons—Mr. Willett, Mr. Langton, Mr. Marsh, Mr. Butlin,

Mr. Walsliam.

Assistant-Physicians—Dr. Norman Moore, Dr. S. West, Dr.

Ormerod, Dr. Herringham, Dr. Tooth.

Assistant - Surgeons — Mr. Cripps, Mr. Bruce Clarke, Mr.

Bowlby, Mr. Lockwood, Mr. D'Arcy Power.

Physician-Accoucheur—Dr. Champneys.

Assistant-Physician-Accoucheur—Dr. Griffith.

Assistant-Surgeon to Obstetric Wards—Mr. Harrison Cripps.

Ophthalmic Surgeons—Mr. Vernon, Mr. Jessop.

Aural Surgeon—Mr. Cumberbatch.

Pathologist—Dr. E. W. Andrewes,

Dental Surgeons—Mr. Paterson, Mr. Ackery.

Assistant-Dental Surgeons—Mr. Eead, Mr. Ackland.

Administrators of Ansesthetics—Mr. Gill, Mr. Edgar Willett.

Medical Eegistrars—Dr. Calvert, Dr. Garrod.

Surgical Registrar—Mr. Waring.

Administrator of Electricity—Dr. Lewis Jones.

Casualty Physicians—Dr. Batten, Dr. Home.
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LECTUEES,

Medicine— Sir Dyce Duckworth, Dr. ISTormau Moore.

Clinical Medicine—Dr. Churcli, Dr. Gee, Sir Dyce Duckworth,

Dr. Hensley, Dr. T. Lauder Brunton, F.E.S.

Surgery—Mr. Marsh, Mr. Walsham.

Clinical Surgery—Mr. Willett, Mr. Langton, Mr. Marsh, Mr.

Butlin, Mr. Walsham.

Descriptive and Surgical Anatomy—Mr. Bruce Clarke, Mr.

Lockwood.

Midwifery and the Diseases of Women and Children—Dr.

Champneys.

Ophthalmic Medicine and Surgery—Mr. Jessop.

Forensic Medicine—Dr. Hensley.

Pathology and Pathological Anatomy—Dr. F. W. Andrewes.

Public Health—Sir Richard Thorne Thorne, KC.B., F.R.S.

Mental Diseases—Dr. Claye Shaw.

General Anatomy and Physiology, with Histology—Dr. Klein,

F.R.S.

Pharmacology and Therapeutics—Dr. Lauder Brunton, F.R.S.

Chemistry and Practical Chemistry—Dr. F. D. Chattaway.

Biology and Comparative Anatomy—Dr. Shore.

Botany—Rev. George Henslow.

Physics—Mr. F. W. Womack.

Chemical Physiology—Dr. Edkins.

Organic Chemistry—Dr. Cliattaway.
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DEMONSTEATIONS.

Diseases of the Eye—Mr. Bowater Vernon, Mr. Jessop.

Diseases of the Larynx—Mr. Bowlby.

Diseases of the Ear—Mr. Cumberbatch.

Orthopaedic Surgery—Mr. Bruce Clarke.

Diseases of the Skin—Dr. Ormerod.

Dental Surgery—Mr. Paterson, Mr. Ackery.

Practical Medicine—Dr. S. West.

Assistant-Demonstrators—Dr. Horton Smith, Dr. Drysdale.

Practical Surgery—Mr. D'Arcy Power, Mr. Berry.

Practical Midwifery—Dr. Morrison.

Morbid Anatomy—Dr. Calvert, Dr. Garrod.

Surgical Pathology—Mr. Bowlby.

Pathology and Morbid Histology—Dr. Andrewes, Dr. Drysdale.

Assistant-Demonstrators—J. G. Forbes, W. J. Home.

Anaesthetics—Mr. Gill.

Medical Electricity—Dr. Lewis Jones.

Operative Surgery—Mr. DArcy Power, Mr. H. J. Waring,

Mr. Eccles.

Practical Anatomy—Mr. Bailey, Mr. Eurnivall.

Assistant-Demonstrators—Mr. Miles, Mr. Phillips, Mr. Chris-

topherson.

Practical Physiology—Mr. J. S. Edkins.

Assistant-Demonstrators—Mr. W. G. Clark, Mr. T. J. Horder.

Practical Pharmacy—Dr. Calvert.

Assistant-Demonstrator—Dr. Morley Fletcher.

Practical Chemistry—Mr. K. J. P. Orton.

Assistant-Demonstrator—Mr. W. C. Eeynolds.

Bacteriology—Dr. F. W. Andrewes, Dr. J, Drysdale.

Public Health—Dr. Waldo.

Practical Biology—Dr. Shore.

Assistant-Demonstrators—Mr. Thomas, Mr. Elmslie.

Curator of the Museum—Dr. F. W. Andrewes.

Assistajit-Curator—Dr. Morley Fletcher.
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COLLEGIATE ESTABLISHMENT.

Warden—Dr. Calvert.

Students can reside within the Hospital walls, subject to

the College regulations.

Fifteen Scholarships, varying in value from ^lo to ^150,

are awarded annually. See page 383,

Further information respecting Scholarships, PupUs' Ap-

pointments, and other details, may be obtained from Dr.

Calvert, and at the Museum and Library.
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VOLUME XXXIY.

INDEX.

Abernbthian Society, Proceedings of .

Abdominal cyst, a remarkable case of (Sir Thomas Smith)

Abdominal operations (Mr. Butlin) ....
Abdominal operations (Mr. "Walsham) .

Abdominal wall, abscess of (Mr. Marsh)....
Abscess of abdominal wall (Mr. Marsh)....
Abscess and new growth, diagnosis between (Mr. Marsh)

Abscess of cheek from unsound wisdom tooth (Mr. Marsh)

Abscess, diagnosis of acute (Mr. Marsh)....
Abscess, iliac, imitated by carcinoma of sigmoid flexure (Mr.

Marsh).........
Abscess, pelvic, from injury (Mr. Marsh)

Abscess, points of interest in connection with various forms of

(Mr. Marsh)

Abscess, post-mammary (Mr. Marsh) ....
Abscess in connection with ribs (Mr. Marsh) .

Abscess, " shirt-stud " (Mr. Marsh) ....
Abscess, sub-gluteal (Mr. Marsh) .

Abscess, sub-pectoral (Mr. Marsh).....
Abscess, subperiosteal (Mr. Marsh) ....
Adenoids and tonsils, operations on (Mr. Walsham)

Adolescence, general paralysis of (Dr. Weber)

Alcoholic cirrhosis (Dr. Yeld) .....
Alcoholic cirrhosis (Dr. Weber) .....
Amputations of limbs (Mr. Walsham) .

PAGE

I

244

244

251

241

253

241

249

242

244

246

246

250

312

215

321

289



392 Index to Vol. XXXIV,

Andrewes, Dr. F. W., on the growth and work of the Patho-

logical Department ....
Anaesthesia, functional, in a man (Dr. Weber)

Anaesthesia, stomachic phenomena during chloroform (Mr. Gill)

Annals in the life of a country doctor (Mr. Webh) .

Aphasia in a child (Dr. Weber) ....
Appendicitis, cases of, in Mr. Butlin's wards .

Armstrong, the Luke Prize Essay, by Mr. P. E. Turner

Artery, ligature of popliteal (Mr. Walsham) .

Bowes, Dr. T. Armstrong, the complications of suppurative

otitis media .....
Brain, non-progressive disease of (Dr. Weber)

Breast, abscess of (Mr. Marsh)

Breast, amputation of (Mr. Butlin)

Breast, amputation of (Mr. Walsham)

Breast, results of operations in cancer of (Messrs. Butlin am

Maxwell)

Butlin, Messrs. H. T., and A. E,. J. Douglas on appendicitis

Butlin, Messrs. H. T., and J. Preston Maxwell on the results

of operations for cancer of the breast

Cataract, secondary (Mr. Power) .

Cancer of the breast, Messrs. Butlin and Maxwell on the result

of operations in ...... .

Cerebral haemorrhage in a child (Dr. Weber) .

Cheek, sinus of, due to unsound wisdom tooth (Mr. Marsh)

Chest, the X-rays in diseases of (Dr. Walsham)

Child, -aphasia in (Dr. Weber) .....
Child, cerebral haemorrhage in (Dr. Weber) .

Chloroform ansesthesia, stomachic phenomena during (Mr. Gill)

Churchill, Mr. J. H., notes on the serum reaction in typhoid

fever ......
Cirrhosis, alcoholic (Dr. Yeld)

Cirrhosis of liver, a case of (Dr. Weber)

.

Cleft palate, operations on (Mr. Walsham)

Coccyx, excision of (Mr. Walsham)

Colon, cancer of, simulating an iliac abscess (Mr. Marsh).

Cyst, a case of abdominal (Sir Thomas Smith)

Cyst, urachal (Mr, Doran)

193

313

107

231

310

71

87

301

127

309

249

49

273

49

71

49

5

49

311

254

29

310

^11

205

215

321

271

293

253
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Deformities of feet and toes, operations for (Mr. Walsham)

Deviation of tongue and soft palate, a case of (Dr. Weber)

Diagnosis of acute abscess (Mr. Marsh) ....
Diagnosis between abscess and new growth (Mr. Marsh) .

Doran, Mr. Alban, Stanley's case of patent urachus, with obser

vations on urachal cysts......
Douglas, Messrs. A. R. J. and H. T. Butlin on cases of ap

pendicitis.........
Dropsy, sudden disappearance of renal (Dr. Weber)

Ear, the complications of disease of the middle (Dr. Bowes)

Enemata, vomiting (Dr. Weber) .....
Eye, secondary cataract (Mr. Power) . . '

.

Eye, unusual symptoms in connection with fractured base of

skull (Messrs. Willett and Wood-Hill) .

Facial paralysis of syphilitic origin, a case of (Dr. Weber)

Fsecal vomiting (Dr. Weber) ......
Fasciae, operations on (Mr. Walsham) ....
Fractures, operations for malunited (Mr. Walsham)

.

Fractures, ununited (Mr. Walsham) ....
General paralysis of adolescence (Dr. Weber)

German Hospital, some cases from (Dr. Parkes Weber) .

Gill, Mr. Eichard, stomachic phenomena during chloroform

anaesthesia ........
Glands, lymphatic, removal of (Mr. Walsham)

HAEMORRHAGE, cerebral, in a child (Dr. Weber)

Harelip and cleft palate, operations on (Mr. Walsham) .

Hemiatrophy, a case of lingual (Dr. Weber)

Hernia, radical operation for (Mr. Walsham) .

Hydrocele, radical operation for (Mr. Walsham)

Hydrocephalus, "primary" internal, in an adult (Dr. Weber)

Hysterical intestinal obstruction (Dr. Weber) .

Huggins, Messrs. S. P., Walsham, and Smith, report of opera

tion cases ........
Intestinal obstruction, hysterical (Dr. Weber)
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Joints, operations on (Mr. Walsham) ....
LiNE^ albicantes, formation of (Dr. Weber) . , , . 303

Lingual hemiatrophy, a case of (Dr. Weber) . . . .307
Lungs, syphilitic affection of (Dr. Weber) .... 305

Marsh, Mr, Howard, points of interest in connection with

various forms of abscess . . . . , . .241
Maxwell, Messrs. J. Preston, and H. T. Butlin on the results

of operations for cancer of the breast .... 49

Muscles, operations on (Mr. Walsham) . . . . .294
Museum, descriptive list of additions to (Drs. Andrewes and

Morley Fletcher) . -331

l&Wfi growth and abscess, diagnosis between (Mr. Marsh). . 251

ISTose operations for deflected septum (Mr. Walsham) . .270

Obstruction, intestinal, in hysteria (Dr. Weber) . , -314
Operations, results of, in cancer of breast (Messrs. Butlin and

Maxwell 49

Osteitis deformans, a case of (Dr. Weber) , . . '305
Osteoclasia (Mr. Walsham) . . . . . . .291
Otitis media, the complications of (Dr. Bowes) . . .127
Oxygen, action of, in pneumonia (Mr. P. G. Turner) . . 87

Paget's disease of bone (Dr. Weber) . .
"

. . . 305

Paralysis, a case of syphilitic (Dr. Weber) .... 308

Paralysis, general, of adolescence (Dr. Weber) . . .312
Pathological Department, the growth and work of (Dr.

Andrewes) . . . . . . . . .193
Pelvic abscess from injury (Mr. Marsh) . . . . -255
Pleura, syphilitic affection of (Dr. Weber) .... 305

Pneumococcus, action of oxygen on (Mr. P. E. Turner) . . 87

Pneumonia and the pneumococcus in reference to the action of

oxygen (Mr. P. E. Turner) 87

Polyneuritis, a case of puerperal (Dr. Weber) . . . -305
Popliteal artery, ligature of (Mr. Walsham) . . . .301
Post-mammary abscess (Mr. Marsh) . . . . .249
Power, Mr. Henry, secondary cataract .... - 5



Index to Vol XXXIV, 395

Proceedings of the Abernetliian Society . . . . -325
Puerperal polyneuritis, a ca?e of (Dr. Weber).... 305

Ribs, abscess in connection with (Mr. Marsh).... 242

Rectum, operations on (Mr. Walsham) . . . . .293

Secondary cataract (Mr. PuAver) . . . . . . 5

Serum reaction in typhoid fever (Mr. Churchill) . . . 205

" Shirt-stud " abscess of the abdominal wall (Mr. Marsh) . 244

Sigmoid flexure, carcinoma of, simulating an iliac abscess (Mr.

Marsh) 253

Skiagraphy in diseases of the chest (Dr. Walsham). . . 29

Skin cleavage, lines of (Dr. Weber) . . . ... 303

Skull, cases of trephining (Mr. Walsham) .... 266

Skull, fractured base of, with remarkable eye symptoms (Messrs.

Willett and Wood-Hill) 257

Smith, Messrs. Gilbert, Walsham, and Huggins, report of opera-

tion cases . . . . . . . . .263
Smith, Sir Thomas, a case of abdominal cyst . . . . i

Soft palate and tongue, a case of deviation of (Dr. Weber) . 307

Stanley's case of patent urachus described (Mr. Doran) . . 33

Stomachic phenomena during chloroform anaesthesia (Mr. Gill) 107

Subgluteal abscess (Mr. Marsh) ...... 246

Subpectoral abscess (Mr. Marsh) ...... 246

Subperiosteal abscess (Mr. Marsh) ..... 250

Syphilitic affection of the lungs and pleura (Dr. Webei) . 305

Syphilitic paralysis, a case of (Dr. Weber) .... 308

Syrinogomyelia, a case of (Dr. Weber) . . . . • 7)^"^

Tendons, operations on (Mr. Walsham)..... 294

Tongue and soft palate, a case of deviation of (Dr. Weber) . 307

Tonsils, operations on (Mr. Walsham) . . . , .271
Tooth, decayed wisdom, leading to sinus of cheek (Mr. Marsh) 254

Trephining skull, cases of (Mr. Walsham) . . . .266
Turner, Mr. P. E., on pneumonia and the pneumococcus . 87

Typhoid fever, the serum reaction in (Mr. Churchill) . •205
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Urachal cysts, observations on (Mr. Doran) • • Zo

Urethra, operations on (Mr. Walsham) ..... 293
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ST. BARTHOLOMEW'S HOSPITAL

1 897.

Number of Beds in Medical Wards

„ ,, ,,
Wards for Diseases of Women

,, ,, „ Surgical Wards

„ „ ,, Ophthalmic Wards

„ „ „ Unassigned

241

34

336

25

38

674

GENERAL STATEMENT OF THE PATIENTS UNDER TREATMENT
DURING THE YEAR 1897.

Patients remaining in, January 1st, 1897 :-

Medical
Surgical

Admitted during the year 1897 :

—

Medical
Surgical

239)
286 (

•• 525

3,951)
•••'^'^^^

>... 6,918

Discharged :

—

Died :—

Medical
Surgical

Medical
Surgical

Remaining in, January 1st, 1898 :

—

Medical
Surgical

S'el-^'^^M

349)

219}

197)
272

J

568

469

>... 6,918

Patients brought in Dead :

—

Medical
Surgical

23
15

38

Dying in the Surgery or Surgery Ward :

—

Medical
Surgical

26
18

82

44



VI.

OCCUPATIONS OF MALE PATIENTS.

Accountants .



Vll.

OCCUPATIONS OF MALE PATIENTS (continued).

Lavatory attendant. .

.



VIU.

OCCUPATIONS OF FEMALE PATIENTS.

Actresses
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11

PEEFACE TO THE MEDICAL TABLES.

Indices of Medical Gases and of the Post-mortem Register

for the year are appended to the Statistical Tables.

The system of classification introduced in 1895 has been

continued. The Medical cases (with the exception of those in

Radclift'e and Isolation Wards, which are bound together under

the name of RadclifFe), are bound and indexed according to

the Physician under whose care they were.

Thus of Male Patients :
-

Those under Dr. Church are bound in Vol. I.

„ „ Dr. Gee „ „ II.

,, „ Sir Dyce Duckworth „ ,,
III.

,5 „ Dr. Hensley „ „ lY.

., ,, Dr. Lauder Brunton „ ,,
V.

The Female cases are similarly numbered, and those under

Dr. Champneys are bound in Vol. VI.

Also following the plan introduced in 1895, Alphabetical

Indices of Patients' names, and of their diseases and chief

symptoms, have been embodied in special volumes, one for

Male and one for Female cases. These volumes are kept with

the notes of the year

.

It may be mentioned that the Tables and Indices which

follow are not strictly comparable with each other. In Table

I. each case only occurs once under the chief disease or

symptom, whereas in the Clinical Index prominent secondary

symptoms and special methods of treatment are included.

Again, the Post-mortem Index includes records of a number

of Patients brought in dead or dying in the Surgery Ward,

who, not having been admitted to the Hospital, appear neither

in Table I. nor in the Clinical Index.
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33

INDEX
OF THE Diseases and Chief Symptoms of Patients dischaeged

FROM THE Medical Wards during the Year 1897.

N.B.—The mark (f) signifies that a case terminated fatally ; a number in

brackets, e.g. % (205), indicates the page in the Post-mortem Register, Vol. XXIV., on

which notes of the autopsy will be found
;
(s) that a surgical post-mortem was

made.

Abdominal—
Distension— Females, III,, 97.

Malignant Growth

—

See Malignant Growth,
Neurosis—Females, VI., 312.

Pain—Males, I., 8, 9, 187 ; III., 160, 161. Females, I., 16, 22, 24, 105.

Pulsation—Females, V., 88.

Tumour—Males, I., 121, 188 ; II., 46, 137 ; III., 174 ; IV., 42, 157, 212,

Females, I., 44 ; II., 88, 172 ; IV., 66 ; V., 142 ; VI., 45, 375.

Wall, Abscess in -Males, II., 121 ; V., 31. Females, Badcliffe, 7, 27,

Abortion- Females, IL, 168, 183 ; VI., 84, 111, 126, 267, 274, 295, 319, 334, 345.

Incomplete -Females, VI., 16, 65, 140, 149, 214, 283, 254, 258, 265, 299, 307,

341, 361, 365.

Inevitable—Females, VI., 42.

Hsemorrhage after—Females. VI., 36, 39, 176, 197, 198, 212, 223, 349, 357.

Missed—Females, VI., 262.

Procured, in Heart Disease—Females, VI., 95, 366J (s).

A TmcTTci^

Of Abdominal Wall—Males, II., 121 ; V., 31. Females, Badolife, 7, 27,

Around Appendix Vermiformis—Males, I., 53, 183 ; IL, 38^ (s), 184 ; V.,

IIJ (5), 51t. Females, I., 41, 87t (139) ; III., 99^ (202) ; IV., 90 ; V., 131.

Of Broad Ligaments—Females, VI., 2I5J (153).

Cerebral—Males, IV., 53 J (72)
Cerebellar—Females, V., 132J (s).

Of Chest Wall—Females, IL, 92, 92A.

Cutaneous—Males, IL, 253t (299).

Dental—Males, I., 147.

About Gall Bladder—Females, I., 129J (237).

Of Glands of Neck—Males, I., 225.

Intra-cranial—Males, IL, 107J (98).

Of Labium—Females, III., 94 ; VI., 251,

Of Liver—Males, L, 146aJ (230) ; IL, 37t (s), 242 ; III., 150, 1641 (227) ;

v., llj (5), 202, Females, IV., 63t (78).

Of Lung—Males, I., 146At (230), 164J (180); V., 11 J (5). Females, IV„

28J (18).

Mammary—Females, III., 65,

Of Mastoid Cells -Males, IL, 107^ (98) ; IV., 167 J (147).

Parametric—Females, VL, 134, 145, 199, 277, 310, 339, 360.

Pelvic—Females, V., 45; VL, 266, 278,

Peri-oesophageal—Males, I,, 140J (155).
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Abscess—oontmued.
PyEemic—Females, VI., 320.

Eectal—Males, II., 60.

Spinal—Females, IV., 49J (s).

Sub-diaphragmatic -Males, IV., 90t (s) ; V., ISIJ (261).

Vulvo-vaginal—Females, VI., 350.

See also Otitis Media.

Acromegaly—Females, II, 146.

Adenitis—Females, IV., 12, 14.

Acute Tubercular—Males, II., 98$ (110).

Adenoid Vegetations—Females, V., 173.

Albuminuria—Males, I., 116, 129 ; III., 142 ; V., 7.

See also Nephritis.

Albuminous Expectoration foUowing Paracentesis Thoracis—Males, II., 194.

Alcoholism—Males, I., 181 ; II., 82, 82a, 111, 151, 153, 167| (212), 186, 220 ; III.,

131, 135, 144, 157t (129). 175J (143) ; IV., 247 ; V., 16. Females, II.,

46, 118 ; III., 31, 34t ; V., 48 ; VI., 61.

Amaurosis (Ansemic)—Females, I., 31 ; II., 82.

Amenorrhcba—Females, IV., 8, 138 ; VI., 112.

Amyloid Disease—See Lardaceous.

An^^mia-Males, I., 59 ; III., 190. Females, I., 26, 31, 46, 49, 74, 79, 108, 120, 124
;

II., 60, 101, 194 ; III., 16, 57, 87, 88, 91, 9lA, 96, 96a, J 14, 116 ; IV., 8,

76, 139, 168, 173, 180 ; V., 38, 72, 84, 102, 107 ; VI., 174.

Pernicious—Males, I., 254?; II., 21, 183J (232) ; IV., 85, 126. Females,

III., 108.

Anaesthesia—Males, III., 64.

See also Hemianesthesia.

Aneurysm—

Thoracic—Males, I., 119, 151 ; II., 215, 241J (306); III., 12, 12A, 165?,

213$ (264) ; IV., 33$ (27), 241, 251 ; V., 89 ?, 135J (173). Females,

IV., 2?, 112, 142.

Of Innominate Artery—Males, III., 56 ; V., 89 ?.

Angina Pectoris—Males, I., 208 ; II., 71 ; III., 87 ; V., 146, 1621 (248).

Females, III., 73.

Antitoxin—See Serum.

Aphasia—See Speech.

Aphonia— /See Speech.

Appendicitis —See Perityphlitis.

Arthritis, following Hemiplegia—Males, II., 223.

See also Gonorrhoeal Kheumatisra, Gout, Osteo-arthritis, and Rheumatism.

Ascites—Males, I., 129, 181, 192J (219), 193$ (41), 222, 232t (288), 235J (301),

241J (316) ; II., 86, 97$ (109), 141, 151, 247$ (281) ;
III., 58$ (86),

68AJ (292), 86, 144, 144A, 163$ (228), 177, 202, 212$ (297) ; IV., 27, 62,

243$ (235), 248, 255$ (320) ; V., 109, 120$ (177), 157, 163$ (242), 165,

180$ (257), 181$ (261), 185, 192$ (277), 207. Females, I., 14, 249 ; II.,

13, 13a, 148. 180 ; III., 24, 41, 58, 60, 65 ; IV., 140, 170$ (234) ; V., 7,

44, 49$ (88), 123, 169 ; VI., 210, 249. Blood-stained, II., 68. Milky,
I., 119$ (302) ; II., 143$ (211).

Asthma—Males, IV., 187. Females, V., 98, 157.

Ataxia—Males, III., 154. Females, I., 10.

See also Tabes Dorsalis and Paraplegia, Ataxic.

Atrophy—Females, III., 62.
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Bedsores—Males, I,, 199 ; II., 40t ; IIL, 24. Females, I,, 89,

BiLEDUCTS, Stricture of Common—Females, I., I29J (2.37).

Bladder—
Distended—Females, VI., 14.

Malignant Growth of—Males, IV., llSf ; V., 34| (68').

Papilloma of—Males, I., 100| (119).
Tumour of—Females, VI., 242.

Breast—
Abscess of—Females, III., 65.

Malignant Growth of—Females, V., 1.55 J (293).

Bromopoem, Treatment of Pertussis by—Females, II., 65.

Broad Ligament—
Abscesses of—Females, VI., 215t (153).

Fibroma of—Females, VI., 89.

Hematoma of—Females, VI., 159.

Bronchiectasis—Males, I., 164^ (180) ; III., 40 J (43), 78, 84 J (103), 213 J (261) ;

IV., 33J (27). 70t (92), 88J (87), 209| (236), 255^ (320). Females,
II., 29.t (45).

Bronchitis-Males, I., 7, 12, 34, 87t, 95. lOOf (119), 172t, 174, 220, 226J (321),
229, 252 ; II., 11, 14a, 32, 33, 401, 561 (42), 74, 81, 95, ISSJ (192), 181,
194, 202, 203, 226, 228, 246, 2531 (299) ; III., 21, 26t, 38, 77, 104t, 112

;

IV., 7, 35J (32), 41, 45, 47, 73, 82, IIOJ (121), 187, 231, 232 ; V., 46, 48,

59, 73, 74, 79, 88, 97, 184t, 191$ (251), Females, I., 38, 45, 51, 57, 118,
133 ; II., 38, 76, 78, 80, 86, 102, 157, 162, 175, 178, 183, 188, 190 ; III.,

37, 38, 48, 75, 92 ; IV., 51, 87, 119, 134, 135, 141, 146, 163 ; V., 2, 41, 58,
62, 71, 80, 128, 140, 171 ; VI., 83, 308, 369, RadcUfe—22^.

Fibrinous—Females, II., 29J (45).

Broncho-pneumonia— (See Pneumonia, Catarrhal.

Bronchus—
Obstruction of—Males, II., 2521 (322) ; III., 2181: (264) ; IV,, 38t (27),

88J (87).

Rupture of Aneurysm into—Males, III., 213J (264).
Bulbar Paralysis—Females, III., 20, 20a,

C^SARIAN Section—Females, VI., 200.

Post-mortem—Females, VI., 32J (39).

Caisson Disease—Males, I., 51 1% (8).

Calculus—
Biliary— Males, II., 99, 112, 207 ; V., 149. Females, II., 12, 24, 186 ; IV.,

64, 64a ; v., 75 ; VI., 81J (s).

Renal—Males, I., 83?, 164t (180), 1851 (158) ; II., 236 ; III., 8, 184t, 212J
(297) ; v., 7 ?, 85, 192J (277). Females, I., 119 ; II., 151 ; V,, 16 ?, 59 ?.

Vesical—Females, VI., 43.

Cancer—See Malignant Growth and the several Organs.

Carboluria—Males, II., 251 ; III., 125, 129, 157J (129). Females, I., 57 ; II., 212.

Carbuncle, Facial—Males, II., 149J (96).

Caedialgia, Periodic—Males, II,, 172,

Carpo-Pedal Contractions—Females, I,, 50,

Caruncle—See Urethra.

Cataract—Females, II., 204 ; IV., 97,

Cerebellar—
Abscess—Females, V, 132 J (s),

Hffimorrhage-Males, V., 1931 (303).

Tumour—Males, IV,, 20.

D 2
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Abscess—Males, IV., 53$ (72). Females, IV., 63J (78).

Embolism—Males, III., 171 ; V., 2. Females, II., 72 ?. 141 ; III., 85
;

v., 118.

Hfemorrhage—Males, II., 41 J (67) ; III., 100, 166 ; IV., 129t ; V., ISOJ (218).

Females, I., 43 ; II., 218J (308) ; III., 23t ; IV., 40$ (59), 1651 (300).

See also Hemiplegia.
Irritation—Males, II., 119, 171.

Thrombosis of Sinuses—Males, IV., 87t (85).

Tumour—Males, II., 250 ; III., 220$ (s) ; IV., 119, 167J (147). Females,

I., 78 ? ; II., 204, 210 ; III., 122^ (295) ; V., lOOJ (175).

See also Meninges, Meningitis, Intra-cranial and Pons Varolii.

Cholecystectomy—Males, V., 149. Females, VI., 235.

Cholera Nostkas—Males, V., 107.

Chorea—Males, I., 19, 38, 60, 160 ; II., 16, 20 ; III., 44, 51, 69, 182, 194 ; IV., 68

199 ; v., 13. 72, 204. Females, I., 5, 7 ; II., 23, 69, 73, 79, 103, 109, 208,

215 ; III., 8, 29, 29a, 52, 89, 104 ; IV., 10, 24, 34, 67, 72, 73, 74, 79, 95,

99t (69), 157, 169, 176 ; V., 4, 19, 21, 82, 117, 164, 172.

With Mania—Males, I., 250, 251.

Cirrhosis oe Liver—See Liver.

Clitoris, Warty Growth on—Females, VI., 20,

Clubbing of Fingers, Extreme—Females, III., 83.

Colic—Males, II., 178, 198, 195. Females, II., 161, 165.

See also Calculus (biliary) and Lead-poisoning.

Colitis—Females, III., 115.

Ulcerative-Males, II., 491 (*9)-

Conjunctivitis—Females, IV., 113.

Constipation—Males, III., 29, 88 ; IV., 148a. Females, I., 105, 124 ; II., 87A5

135, 161 ; III., 62, 112 ; IV., 85, 123 ; VI., 30, 60, 253, 354.

Contraction—
Of Fingers—Females, I., 36.

Of Arm—Females, V., 118.

Of Legs—Females, II., 119.

Convulsions—Males, I., 219 ; IL, 63J (80) ; III., 118. Females, I., 47 ; II., 39J
(63) ; IV., 63J (78). Badcliffe—511 (201), 73t.

Cornea, Ulceration of—Females, IL, 81J (108).

Cramps—Females, V., 124.

Creasote, Intramuscular injection of (in Phthisis)—Females, IL, 128.

Cretinism, Sporadic—Females, IL, 203 ; V., 77.

Cyanosis—Females, III., 83.

Cystitis—Males. IL, 134, 176 ; III., 43, 147-f, 246. Females, IL, 37, 46, 140, 195
;

v., 94'; VI., 6,301.

See also Pyuria.

Cystocele—Females, VL, 286.

Deafness—Females, V,, 36.

Debility—Males, IL, 79 ; IV., 8, 16. 144, 170, 195. Females, I., 131 : V., 163
;

VL, 72, 96, 246, 314, 347.

Delirium Tremens—Males, I., 172t ; IL, 36, 206, 243 ; III., 55, 121, 136, 142
IV., 89.

Delivery, Imperfect—Females, VL, 109.

Dementia—See Insanity.
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Dermatitis—
Exfoliativa—Males, II., 149^ (96).

Herpetiformis—Males, II., 197 ; III., ITQf. Females, III., 111.

Dermoid Cyst op Ovary— I., SSJ (149) ; VI., 163, 201, 202, 273.

Diabetes Mellitus—Males, I., 28, 80, 86, 231 ; II., SJ (25), 66J (90), 97J (109),

170, 231 ; III., 101, 167, 209 ; IV., 37, 46^ (57), 165t, 178 ; V., 17| (46),

61, 95t, 114, 158. Females. II., 16, 34J (48), 170^ (157) ;
III., 98J

(240) ; IV., 97.

Diabetic Coma— Males, II., 5t (25) ; IV., 46t (57), 165t ; V., 17J (46), 95t.
Females, II., 34$ (48), 1701 (157) ; III.. 98$ (240).

Diaphragm, Perforation of—Males, I., 146aJ (230) ; II., 37J (s).

Sub-Diaphragmatic Abscess—Males, IV., 90J (s) ; V., 181^ (261).

DiARRHCEA—Males, I., 21, 48, 148, 152, 159, 166, 169, 209 ; II., 69, 75 ;
III., 124;

IV., 158t (181), 180, 189 ; V., 15, 67. Females, II., 48, BIJ (108), 106,

165 ; III., 33; IV., 109, 119t, 137 ; V., 35, 39, 105,

Diphtheria- Males, V., 157. 197. Radeliffe—2, 11, 12, 14$ (36), 18J (81), 21$

(79), 22. 24, 25, 32. 34, 35, 36, 38t. 39, 40, 41, 45, 46$ (76), 47$, 54, 58,

61$ (182). 65, 72$ (260), 73$, 75$ (225), 83, 87, 88, 89$ (254), 94.

Females, IV., 179$ (259) ; V., 135$ (131). Radclijfe—l-f, 3, 4, 6, 7, 8,

9, 10$, 13, 15$, 16, 19. 23, 26, 27, 28, 29, 30 ?, 37, 42, 43, 48$, 50$ (199),

52, 53, 55, 56, 57, 62$ (131), 64, 66, 67, 71$, 74$ (267), 78$ (250), 80, 82$,

85$, 93$ (275).

See also Tracheotomy, Paralysis and Serum.

Disseminated Sclerosis—-See Sclerosis.

Duodenum—
Duodeno-colic Fistula—Males, IV., 72$ (s).

Ulcer of—Females, IV., 1 ?.

Ulceralion of—Males, I., 226$ (321).

Dura Mater—See Meninges.

Dysentery, Chronic—Males, IV., 79.

DysmenorrhcbA—Females, VI., 31, 61, 82, 93, 144, 162, 174, 236, 315, 348.

Dyspareunia—Females, VI., 33, 112.

Dyspepsia—Males, II., 122 ; V., 98. Females, I.. 46, 102, 112 ; II., 58, 74, 89, 90,

97, 140, 187, 216 ; III., 106 ; IV., 22 ; V., 18.

See also Gastrodynia.

Dysphagia—Males, I., 17 ; Females (fancied), IV., 128.

Earache—Females, III., 112.

Eczema—Males, II., 35 ; Females, II., 47.

Vulvae—Females, IV., 97.

Emphysema—Males, I., 61, 70, 100$ (119), 174, 181, 226$ (321) ; II., 23$ (3), 32,

33, 56$ (42). 149$ (96), 151, 175$ (204), 194 ; III., 104$ ; IV., 2$ (13),

35$ (32), 46$ (57), 73, 82, 85, 110$ (121); V., 5$ (11), 74, 97, 184$,
192$ (277). RadcUffe—laX (225). Females, I., 45 ; II., 29$ (45), 175

;

III., 37, 38 ; IV., 89$ (s), 136$ (243), 141, 163 ; V., 20.

Empyema—Males, I., 132, 146At (230), 240$ (296) ; II., 120$ (140), 148, 221, 241J
(306), 251, 254$ (317) ; III., 11, 84$ (103), 155, 208 ; IV., 34, 50$ (71),

52, 53$ (72), 70$ (92), 128$. 131, 209$ (236) ; V., 49, 92, 131, 171.

Females, IV., 59, 60, 89$ (s), 107$ (172), 117 ; V.,112 ; VI., 194$ (138).
Opening into Lung—Males, I., 240$ (296) ; III., 84$ (103) ; V., 171.

With Resection of Eib—Males. I., 146A$ (230), 240$ (296) ; II., 148, 221
;

III., 155 ; IV., 52, 128$, 209$ (236) ; V., 49, 92. 131. Females, IV., 60,

107$ (172) ; v., 112.
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Endocarditis, Ulcerative or Infective—Males, II., 1271 (1*2), IGSJ (210) ; III.,

21 5 J (269) ; IV., 164t. Females I., 87$ (139) ; II., 167$ (152) ; III., I

J

(2) ; IV., 98J (123) ; V., 1 ?, 67J (118).

Endometritis—Females, IV., 163 ; VI., 7, 13, 27, 54, 64, 76, 98, 104, 114, 114A,

130, 141, 308, 328.

Enema Rash—Females, III., 66.

Enteric Fever—See Typhoid Fever.

Enteritis -Males, IV., Ill, 121. Females, II., 87 ; IV., 149.

Enuresis—Females, V., 5, 133.

Epiglottis, Tubercular Ulceration of—Males, II., 6| (28) ; III., 214J (273).

Epilepsy—Males, I., 36 ; II., 25, 179, 243 ; III., 94 ; V., 147. Females, I., 9, 58
;

IL, 56, 210 ; III. 12 ; V., 165 ; VL. 103.

Jacksonian—Males, I., 130 ; II., 53 ; IV., 119 ; V., 166| (265).

Epistaxis—Males, II., 2t(33), 21. Radcl\ffe—2. Females, II., 48. Eadcliffe—i^'^.

See also Rheumatism and Typhoid Fever.

Erysipelas— Males, II., 82a.

Erythema—
Multiforme—Females, I.. 18 ; II., 35, 44 ; III., 66 ; IV., 30, 46.

Nodosum—Females, II., 202 ; III., 64 ;
IV., 100 ; V., 42.

Papulatum—Males, II. , 16.

See also Rheumatism and Typhoid Fever.

Erythrol tetranitrate—Males, II., 105.

Exophthalmic GoItre—Males, V., 35. Females, I., 20, 27, 52, 69, 89 ; III., 42,

126 ; IV., 27, 91, 93, 152, 177 ; V., 68 ; VI., 319.

Exostoses, Hereditary multiple—Females, II., 69,

Fallopian Tubes—See Uterine Appendages.

Febricdla-Females, IL, 100, 176, 196. RadcUJfe—77.

Fibromata, Multiple—Females, I., 11.

Fistula—
Anal—Males, II., 55J (29). Females, II., 149.

Bronchial—Females, IV., 59.

Duodeno-colic—Males, IV., 72J (s).

FcEcal—Females, I., 87| (139).

Lacrymal—Females, II., 208.

Recto-vaginal—Females, IL, 124$ ; VL, 9, 122.

Vesico-vaginal-Females, VL, 55, 122, 281, 331.

Gall Bladder—
Abscesses about—Females, L, 129$ (237).

Distended—Females, VL, 235, 285.

Malignant Growth of—Males, V., 34J (Q6). Females, V., 155$ (293).

Rupture of—Females, III., 107$ (s).

See also Cholecystectomy.

Gall-Stones—See Calculus, Biliary, and Colic.

Galvanism to Spleen in Leucocyth^mia—Males, V., 154.

Gangrene—
Of Feet—Males, IV, 46$ (57). Females, IL, 91 ; IV., 49$ (s).

Of Lung—Males, IV., 88$ (87). Females, IL, 156$ (222).

Senile—Males, V., 58,

Gastric Crises—Females, III., 36,
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51 ?, 96, a6A, 121 ; IV., 20 ?, 57, 70, 88 ; V., 25, 28 ?, 32 ?, 102, 103, 106, 109 ?,

119, 126, 143, 147, 149, 157.

Gastritis—Males, I., 24 ; IV., 219 ; V., 170. Females, I., 17, 26. 113, 128 ; III.,

5, 53 ; IV., 178 ; V., 32, 33, 47.

Gasteodynia—Males, I., 67 ; II., 224. Females, I., 96 ; III., 57 ; IV., 101, 172, 173.

Gastro-enteeitis—Males. II., 63+ (80), 161 ; III., 1, 13, 96, 203 : IV. 148 • V
127, 139t, lolf, i88. Females, III., 63t ; IV., 64 : V., 94.

' "'

Gasteo-enteeostomy— Males, V., 19,

General Paralysis op Insane—See Paralysis.

GLTCOSaRiA—Males, II., 1071 (98), 193 ; III., 95 ; V., 103, Females, II., 11.
See also Diabetes.

GONORRHCEAL RHEUMATISM—Males, I., 2, 194 ; III., 145 ; IV., 112, 213. Females
II., 192 ; VI., 272.

'

Gout—Males, I., 61, 83^ (93), 108J (126), 223, 228 ; II., 33, 41 J (67), 43, 73, 227
;

III., 3, 42, 43, 56, 67, 73, 80, lllj (146), 139t (160), lo7t (129), 173
185| (244); IV., 54, 117| (116), 125, 1521 G88), 226J (253), V., 93+
(130).

H^matemesis—Males, I., 226| (321), 2321 (288), 241+ (316) ; II., 58, 77, 111, 174,

199J (246) ; III., 97, 139+ (160), 190 ; IV., 13, 117+ (116), 192 ; V., 55,

135J (173), 163t(242), 181J (26J). Females, I., 6, 71, 82, 90^ (224) ; II.,

4t (1), 19, 45t (65), 116, 134, 189, 217J (323) ; III., 10, 45, 82, 96, 119t
(262), 121 ; IV., 53, 57, 70, 88, 139 ; V., 119, 143, 157.

HEMATOCELE, Pelvic—Females, III., 18 ; VI., 44, 55, 150, 187, 372.

Hematuria—Males, I., 33, 34, 102 ; II.. 98J (110), 104, 104a, 136, 205 ; IV., 81,

84t, 118t, 127, 157, 164t, 182 ; V., 54, 85. Females, II., 48 ; IV., 102
;

v., 16, 59.

Hemoptysis—Males, I., 145+ (158) ; II., 42, 154 ; III., 14, 53, TOaj, 73, 136. I48t
(195), 161, 198, 212J (297), 2131 (264), 218 ; IV., 9, 26, 36, 61, 86+ (84),
145, 152: (188), 155, ISlf, 209^ (236) ; V., 117, 135J (173), 200t (311) ;

Females, III., 44 ; IV., 77 ; V., 85.

Headache—Males, II., 119, 172, 185 ; III., 131 ; V.,70. Females, II., 60, 121, 152 ;

III., 112 ; v., 88, 99.

See also Megrim.

Heart Disease—Males, I., 14 ; II., 64 ; IV., 76, 181t. Females, I., 13.

Asthenia— Males, IV., 125, 153 ; V., 80. Females, II., 40t.
Congenital—Males, I., 142. Females, I., 87t (139) ; II., 30 ; III., 22 ?,

83, 102.

Dilatation—Males, I., 7, 12, 561 (22), 193J (41), 226t (321) ; II., 561; (42),
194 ; III., 104t, 120. Females, II., 30, 113J (22.S), 169, 191 ; IV., 36,

136;^ (243) ; V., 127 ; VI., 210.

Fatty Degeneration of—Males, 1., 56t (22), 180a| (272), 235J (301) ; II., 98t
(110), 1831 (232), 199t (246) ; III., 68aJ (292), 185t (244). Females,
IV.,25J (31); VI., 322 j (315).

Malignant Growth of—Males, V., 34^ (66), 120J (177).
Palpitation of—Females, II., 150.

Tachycardia—Males, V., 64.

Paroxysmal—Males, II., 109.
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HeA RT

—

continued.
Valvular—

Aortic Obstructive—Males, V., 72. Females, III., 73 ; V., 39.

Aortic Eegurgitant—Males, I., 257 ; II., 187. Females, I., 122.

Aortic Double—Males, I., 95, 119, 163| (189), 208 ; II.. 33,61; III., 12,

12A, 17, 26t, 46, 90, 115, 188, 199 ; V., 41. Females' I., 98 ; II., 122
;

III., 90 ; IV., 151 j (238) ; V., 9.

Mitral Obstructive—Males, I., 214 ; II., 31 : III., 28, 71. 201 ; IV., 11, 193
;

v., 59. Females, II., 25J (34), 40t, 169 1 ; III., 28. 30, 46, 74, 85 ; IV.,

37, 98t (123) ; v., 1, 110, 118, 122.

Mitral Regurgitant—Males, I., 18, 24, 38, 41 J (52), 60, 72, 85, 87, 116, 139,

149, 160, 180, 180aJ (272), 181, 227, 227a, 239, 245, 250 ; II., 5^ (25),
20, 48, 72, 117, 144, 218 ; III., 27, 36, 52J (19), 60, 68, 68aJ (292), 76,

127, 153, 169, 171, 182, 194, 197, 216^ (287) ; IV., 4, 5, 6, 18, 25, 44, 49,

68, 86J (84), 108, 109, 134, 185, 186, 198, 199, 208 ; V., 13, 39J (12). 56,

82, 121, 129, 133, 183, 184t, 185, 204. Females, I., 7, 36, 47t, 51, ^gj
(95), 60, 126 ; II., 23, 33, 35, 69, 77, 136, 141, 1431 (211), 1531 (SI*)),

208 ; III., 17, 29, 29a, 52, 81, 93, 103, 129 ; IV., 10, 17, 34, 38, 65, 76,

77, 92, 95, 106| (136), 110, 150 ; V., 4, 20, 21, 29, 31, 3lA, 71, 139,

153t (314) ; VI., 10, 48, 166.

Mitral, Double—Males, I., 103, 110, 118, 179 ; II., 9, 13, 83, 230J (305) : III.,

37, 48, 96, 102, UOJ (170) ; IV., 67, 96 ; V., 10, 30. 75, 117. Females,
I., 37, 65, 78, 83. 86, 93, 116 ; II., 138 ; III., 41, 71, 105, 110. ISOJ (318) ;

IV., 5, 6, 43, 118t, 160 ; V., 55, 80, 81, 90, 111, 157 ; VI., 3, 3a, 32, 32At
(39), 99.

Mitral and Aortic—Males, I., 22. 58J (74), 68, 74, 87t, 168, 170, 198, 205,
216, 2351 (301), 241J (316), 249 ; II., 16, 71, 105, 199^ (246) ; III., 159,

185J (244), 205, 212J (297) ; IV., 38, 55, 75, 91, llOt (121), 157, 164t,
237 ; v., 21, 24, 99, 100, 130, 146, 162^ (248), 165. Females, I., 35, 89

;

III,, 65 ; IV., 52, 68J (77), 104, 131, 141, 148 ; V., 17, 37, 65, 83, 84,

149, 160 ; VI., 366t.
Mitral and Tricuspid—Females, II., 6, 6A, 10 ; III., 4.

Mitral, Tricuspid and Aortic—Females, IV., 25J (31).

Heberden's Nodes—Females, III., 80.

Hemiak^sthesia (Hysterical)—Females, II., 82, 201 ; III., 13,

Hemianopia— Females, II., 60.

Hemiplegia—Males, I., 3, 130, 245 ; II., 30, 40t. 53, 223 ; III., 64, 80, 85, 100,
166, 171, 211 ; IV., 94, 98, 102, 172, 245 ; V., 2. Females, I., 43, 55, 78

;

II., 32, 49, 61, 72, 77, 141, 206. 218J (308) ; III.. 13, 15, 23t, 55, 85 :

v., 118.

Hernia-^
Ventral—Females, VI., 337.

Herpes—
Labialis—Blales, I., 95. Females, II., 54 ; III., 50 ; V., 69.

Zoster— Males, I., 10 ; III., 43. Females, V., 90.

Of Soft Palate—Females, RadcUffe, 69.

Hip.joiNT Disease—Males, I., 112.

Senile—Males, I., 4.

Hodgkin's Disease—See Lymphadenoma.

Hydatid—
Of Liver—Males, I., 234. Females, IV,, 121| (179).
Pelvic—Females, VI., 117.

Subdiaphragmatic—Females, IV., 121J (179).

Hydramnion—Females, VI., 95.

Hydro-nephrosis—Males, V,, 40. Females, I., 104 ; II., 11 ?, 151.

Hydrosalpyxx—Females, VI., 358.

Hyperpyrexia—Males, II., 63^ (80) ; III., inj (159), 206J (275); IV, ]29t
Females, II., 21

1 J (309).
'
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Hypochondeiasis—&c Insanity.

Hysterectomy—
Abdominal—Females, VI., 17, 35A, 86, 89, 102, 139t (s), 309, 321.

Vaginal—Females, VI., 5J (6).

Hysteeia—Males, II., 87, 208 ; III., 135 ; IV., 17, 71. Females, I., 22, 36, 42, 108,

121 ; II., 52, 54, 117, 171, 179 ; III., 13, 43, 43a, 84, 127 ;
IV., 44, 126,

171 ; v., 28, 79, 137 ; VI., 30, 164.

Hysteropexy, Abdominal—VI., 43a.

Ichthyosis—Females, III., 4.

Iliac Fossa, Pain in—Females, V., 74.

Impetigo—Males, II., 114.

Inpaection—See Lungs, Spleen.

Influenza—Males, II., 130, 131, 138, 161, 177 ; III., 66 ; IV., 194, 253 ; V., 3, 6,

57, 112, 152. Females. I., 75, 114, 127 ; II., 99 1 ; IV., 162 ? ; V., 5,

43, 145.

Insanity—Females, IV., 36.

Dementia—Males, I., 93 ; II., 53, 70, 159, 219 ; V., 165 ; Females, II.,

197, 204.

Hypochondriasis—Males, I., 75. Females, II., 177.

Mania—Females, I., 95.

After Typhoid Fever—Males, IV., 229.

See also Paralysis, General, of Insane.

Insomnia—Males, I., 79.

Intestine—
Hfemorrhage from—Males. I.. 15, 34, 243t (278) ; II., 40t, 199J (246), 230t

(.805) ; III., 24. 411 (40), 97, 139^ (160), 149J (191) ; IV., 103, 219,240J
(313), 252t : V., 38$ (24), 79. 99. 116, ISIJ (261), 186, 190J (284), 206.

Females, I., 6 ; IV., 811 (105), 143 ;
V., 125.

Intus-susception of—Males, I., 91 J (82).

Malignant Growth of—Males, IV., 192 ; V., 34J (66).

Obstruction of—Males, IV., 42, 46, 72t (s), 140 ; V„ ISOf (257). Females,
II., 59t (s) ; v., 151t.

Perforation of, in Intestinal Obstruction—^V., 180t (257).

in Typhoid Fever—Males, I., 49 ?t : II.. 230| (305) ; III.,

41t (40), 149j"(191): IV., 240 J (313) ;
V., 190^ (284), ]91t (251).

Females, I.. 1171 (^79) ;
IV., 81 J (105), 132t (249).

Ulceration of—Males, II., 49+ (49).

See also Typhoid Fever.

See also Eectum.

Intea-oeanial—
Abscess—Males, II., 107^ (98).

Syphilis—Males, II., 47.

Tumour—Males, I., 37 ; III., 204 ; V., 1661 (265).

See also Cerebral.

JAUNDICE-Males, I., 27t (50), 31, 181, 192t (219), 193t (41), 214 : II., 4. 168^
(210), 207, 214 ; III., 63, 72 ; IV., 177 ; V., 192$ (277). Females, I., 48,

129t (237) ; II.. 1, 12, 13A, 24. 186 ; IV., 64, 64A : V.. 40, 139, 155J
(293) ; VI., 94.
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Kidney—
Abscess of—Males, I., 195J: (s).

Lardaceous—Males, I., 1451 (158).

Malignant Growth of—Males. IV., lOOJ (107), ISOJ (187) ; V., 341 (6(3), 40,

9lAj (156), 166t (265), ISIJ (261). Females, I., 21 j (26).

Moveable—Males, V., 132. Females, 11., 95, 123, 127 ; IV., 102.

Treatment by extract of—Males, III., 58J (86).

Tubercular Disease of— Females IV., 159 ; V., 136 ; VI., 292J (266).

See also Calculus, Hydro-neplirosis, Nephrectomy, Nephritis, Nephrotomy,
Pyelitis, Pyo-nephrosis.

Knee Joint, Loose Cartilage in—Females, IV., 161.

Labium, Abscess of—Females, III., 94 ; VI., 251.

Labour—
Induced—Females, VI., 107, 257A, 343.

Premature—Females, VI., 19, 253.

Lactosuria—Females, II., 54.

Laparotomy—Males, I., 53, 122, 183, 1951 (s), 234 ; II., 38t (s), 184, 242 ; III., 50,

184t ; IV., 72t (s), 90t (s), llSf ; V., 40, 51t, 106, 157, 202. Females,

L, 41, 104 ; IIL, 107J (s) ; IV., 90 ; V., 131 ; VL, 14J (s), 43b, 45, 131,

235, 266t (s), 271.

Exploratory-1., 99t (s) ; II., 169 ; IV., llSf ; VL, 14J (s), 43b, 45, 271.

For Extra-uterine Gestation—Females, VL, 15, 90J (s), 183, 326.

See also Ovariotomy, Hysterectomy, Cholecystectomy.

Lardaceous Disease—Males, I., 145J (158).

Laryngitis—Males, I., 87t, 141 ; IIL, 38, 50, 50a ; IV., 60, 114, 242. BadcUffe—
20, 31, 33, 84. Females, L, 86 ; IV., 133 ; V., 56, 173. BadcUffe— b,

68, 86t.
Syphilitic —Females, IL, 200.

Tubercular—Males, L, 127 ; IL, SJ (28) ; IIL, 180 ; IV., 151^ (178).

Larynx, Spasm of— Males, IL, 204 ; IV., 93. BadcUffe~17. Females, V., 104.

(Edema of—Males, I., 226J (321) ; IIL, 58J (86).

Papilloma of

—

BadcUffe, 63, 231.

Stenosis of

—

Badclifie, 11A.

Paralysis of Vocal Cords—Females, IL, 84J (s).

Lead Poisoning—Males, I., 13, 14 ; IIL, 42 ; IV., 3,179.

Colic—Males, I., 55 ; IL, 45, 113 ; IIL, 59 ; IV., 3. Females, V., 8, 78.

Paralysis—Males, IIL, 159; IV., 3.

Lbucocyth^mia—Males, IIL, 146 ; V., 154, 154A. Females, IIL, 70.

Leucoderma—Females, IL, 114.

Lichen—Females, VL, 342.

Urticatus—Females, IV., 166.

Ligature of Eight Carotid and Subclavian—Males, V., 89.

Liver—
Abscess of—Males, L, 146AJ (230) ; IL. 37^ (s), 242 ; IIL, 150, 164J (227) ;

v., 11 J (5), 202. Females. IIL, 99^ (220) ; IV., 631 (78).

Cirrhosis of—Males, I., 1641 (180), 181, 1921 (219), 232J (288), 241J (316) ;

IL, 86, 97J (109), 141, 151, 167J (212), 175J (204) ; IIL, 54, 95, 97, 144,

144a. 190; IV., 13?, 62, II7J (116) ; V., 157?, 163J (242), 165, 185.

Females, I., 48,71, 90. 119t (302) ; IL, 1, 8, 13?, 13a?, 81^ (108), 104 ?.

134, 137 ; IIL, 58, 60, il9J (262) ; IV., 170^ (234) ; V.,44, 52, 55, 108, 123.

Hypertrophic—Males, L, 31.

Enlargement of—Males, IL, 155 ; IIL, 63, 72, 86, 202 ; IV., 238, Females,
IL, 13, 13A ; IIL, 30.

Hydatid of—Males, I., 234. Females, IV., 121$ (179).
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LivEE

—

continued.

ilalignant Growth of—Males. I.. 27: (50). 1081 (126) : II.. 4.'. I'.Kjj (24G) ;

IV., 2i (13) 137. loOi (187), 177. 243 (285) ; V..'5+ (11), 34 j (66) 92a|
(156), 181 j (261), 192 j (277). Females. I., 21 j (26); V.. 155+ (293).

Syphilitic Disease of—Males, IV., 255i (320).

LocoMOTOE Ataxia—See Tabes Dorsalis.

Lumbago—Males, I., 42 ; III., 33 ;
V., 81.

Lung—
Abscess of—Males. I., 146a1 (230). 164: (ISO) : V., 11: (5). Females, I.,

129: (237) : IV., 281 (18).

Collapse of— Females. IL, 22 .?, 30 ; IV., 125, 134. Undclife—iSj.
Gangrene of—Males, IV.. 881 (87). Females. II.. 1561 (222).
Infarcts of—Males, I., 1931 '(41) : II.. 1681 (210) ; III.. 68a1 (292), 2121

(297), 2161 (287) ; IV., 861 (84). Females, II., 25 j (34) ; IV.. 681
(77) ; v., 153; (314) ; VI., 3661.

Malignant Growth of—Males, I., 108j (126). 164j (180) ; III., 148j (195) ;

IV., 1501 (187), 209$ (236) ; V., 341 (66). 92Ai (156), 181j (261).
Females. II., 1321 (165) ; V., 121 ?.

Syphilitic Disease of—Males, IV., 255+ (320).

See also Phthisis and Taberculosis.

LYMPHADENOiiA—Males, III.. 202 : IV., 254j (280) ; V.. 20 L Females, I., 92t
(197), 63, 63A, 84+ (s) ; V., 7.

Lympha>"GITis—Males, V., 168.

Malaeia—Males. I., 242 ; III., 93, 119. 207 ; IV., 65. 200 ; V.. 44, 57, 82 134
Females, IV., 129.

Maligis^axt Gkowth—
Of Abdomen—Females. IL, 172 ; VI.. 45. 120.

Of Bladder—Males. IV., llSf ; V.. 341 (66). Females. VI.. 242.
Of Dura Mater—Males, V., 34+ (66). 'Females, V., 1551 (293).
Of Gall Bladder—Males. V., 341 (66). Females, V.. looj (293).
Of Heart—Males, V.. 341 (66), 1201 (177).
Of Intestine—Males, IV.', 192 : V.. 341 (66). Females. I.. 211 (26)
Of Kidney-Males, IV.. 1001 (107), 'l501 (187): V.'. 341 (66), 40. Q-'^Al

(156), 1661 (265). 1811 (261). Females, I.. 21$ (26). '

Of Liver—Males, I.. 271 (50). 1081 (126) ; II..4 ?. 1991 (246) ; IV.. 21 (13)
137. 150+ (187), 177, 2431 (285) ; V., 51 (11), 34t (66), 92a1 (156)!
1811 (261), 1921 (277). Females. I.. 211 (26) ; V.. 1551 (293). "

Of Lung—Males. I.. 1081 (126), 1641 (180) ; III.. 1481 (i''5) ; IV 1501
(187), 209+ (236) : V., 34+ (66). 92Ai (156), 181 j (261). Females.
II.. 1321 (165) : III., 1+ (2)'. 76+ (148) ;' V.. 121 ?.

Of Mediastinum—Males. III.. 148+ (195) : IV., 881 (87). 1001 (107)
Females. III., IJ (2). '

' '
•

. ^ ^•

Of Mesentery—Females, V., 14 ?.

Of Meatus L'rinarius—Females, VI.. 300.

Of Muscles—Males, V., 341 (66).

Of (Esophagus—Males. I., 1081 (126). 1851 (203) ; IL. oOJ (64). 2521 (3''2)

Of Omentum—Males, v.. 1801 (257). Females, A'L. 249 /.

Of Orbit—Males. V.. 341 (66). Females. I.. 211 (26).
Of Ovary— Females. IL,' 132+ (165) ; VI.', 123, 2301 (s).

Of Pancreas—Males, IV., 1501 (187). 2091 (236) ; V.. 34i (66), 92a1 (156)
1921 (277).

'

. ^ y'

Of Pelvis—Females, V., 14 ; VI., 271.

Of Pericardium— Males, IV.. 209 j (236). Females. I.. 21 j (26).
Of Peritoneum— Males, IL, 247+ (281). 2431 (285)'; V.,51 (11). l-^Oi (177-)

1811 (261).
' . + ^ y;

Of Pleura—Males, IV., 209+ (236), 2431 (285). 254t (280) ; V . 34+ (66)
Females. IV., 127+ (183).

' '

. + k j-
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Malignant G'ROWTB—co7itinned.

Of Prostate—Males, I., 27:|: (50).

Of Pylorus—Females, I\^., 130| (209) ; V., 76 J (s).

Of Rectum—Females, VI., 265.

Of Skin—Males, V., 34J {66).

Of Spleen—Males, IV., 254^ (280) ; V., 34J (66).

Of Stomach—Males, I., 39, 46, 222 ; II., 23 J (3), 199^ (246), 247 J (281),

III., Ill J (146) ; IV., 2 J (13), J32t (163), 137, 243$ (2S5) ; V.,5t (11),

19, 34t (66), 180J (257), 181 J (261).

See also Of Pylorus.

Of Suparenals— Males, V., 34^ (66).

Of Testicle—Males, V., 34^ (66).

Of Thyroid—Males, V., 34^ (66). Females, I., 21J (26).

Of ToDgue—Males, I.. lOSJ (126).

Of Tonsil—Females, V., 154J (s).

Of Uterine Cervix—Females, II., 155; VI., 5J (6), 41, 92,110,148,151,

154. 177, 185, 205, 229, 243, 243A, 270, 290, 294, 304, 313, 336, 368.

Of Uterus—Females, VI., 26, 35A, 71.

Of Vaginal Wall—Females, VI., 362.

Of Vulva-Females, VI., 209.

Mania— /See Insanity.

MARASMUS—Males, II., 201J (220) ; III., 1. Females, II., 27 ; IV., 26.

Markow op Bone, Treatment by—Males, II., 21, 98J (110), ISSJ (232) ; III., 146,

202 ; IV., 85, 126.

Measles-Males, I., 128, 141, 244 ; II., 35, 76, 204 ; IV., 224, 249 ; V., UOJ (135).

RadcUfe-3l, 72^ (260), 87, 89^ (254). Females, I., 86 ; III., 7 ; V.,

135J (iSl). Iiadcliffe—5, 44, 79, 82t, Sef.

Mediastinum—
Malignant Growth in-Males, III., 148t (195) ; IV., 88t (87), lOOJ (107).

Females, III., IJ (2).

Tumour of—Males, V., 201.

Megrim— Males, V., .54.

See also Headache.

Mel^na—See Intestines, Hcemorrhage from.

Melasma—Males, III., 202.

Melanotic Sarcoma-Males, IV., 177 ; V., 34J (66). Females, I., 21^ (26).

Melanueia—Males, IV., 177, Females, I., 21J (26).

Meningitis—Males, I., 128 ; IV., 101, 1711. Females, III., 15 ; IV., 78 ?, lllf.

Purulent—Males, II., 165J (161) ; IV., 87J (85). Females, IV., 631 (78) ;

v., ] 32t (s).

Gerebro-Spinal—Males, I., 81^ (99) ; IV., 173^ (118).

Tubercular- Males, I., 20^ (15), 471 (37), 157t (198) ; II., 98J (110), 200J
(274), 244t (229), 245j (233) ; IV., 15^ (16), 32J (30), 163J (184), 167t
(147), 174$ (151), 178 ? ; V., 195$ (270). Females, I., 19$ (4), 97J (208) ;

II., 18J (23), 145J (206), 154$ (207) ; III., 25$ (53), 78$ (145), 117$

(282) ; IV., 13$ (9), 62$ (89), 154$ (283) ; V., 158$ (294). RadcUffe—
49t.

See also Pachymeningitis.

Menorrhagia—Females, VI., 66, 231, 234, 239, 332, 348.

Menses, Retention of—Females, VI., 8.

Mesentery, Malignant Growth in—Females, V., 14 ?.

Metrorrhagia—Females, VI., 223, 269.

Microcephalic Idiocy—Females, II., 213$ (245).

Micturition, Painful—Females, VI., 225.

Mole, Hydatidiform—Females VI. 322tC 315).
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Myelitis—Males, I., 199, 255. Females, V., 115.

See also Paraplegia and Polio-myelitis.

Myelo-Neuritis—Males, II., 123.

Myocarditis—Females, IV., 42J (58).

Myxcedema—Females, I., 38.

Nephrectomy—Males, III., 184t.

Nephritis—
Acute— Males, I, 20^ (15), 88, 98, 101 J (11) ; II., 126, 186 ; III., 7, 9, 107.

1631 (228), 177, 192; IV., lOf, 23, 82, 228, 2301 (268); V., 182,

B^emales, I., QQ ; II., 5 ; IV., 92 . V., 53, 169.

Chronic

—

Parenchymatous—Males, I., 90, 104, 138 ; II., 39, 212 ; III., 58^
(86) ; IV., 27 ; V., 36^ (60), 207. Females, I., 54t (75), 901 (224) ; II.,

153J (216) ; III., 49, 86t (221) ; IV., 55, 76, 83, 153 ; V., 12, 49| (88) ;

VL, 32, 32At (39), 232^ (190), 257. 257A. 350, 350a, 372.

Interstitial—Males, I., 57, 83 J (93), lOOJ (119), 139, 163 J (189), 185^ (203);
II., 21 (33), 411 (67), 491 (49), 55J (29), 127^ (142), 149| (96), 175J
(204), 179, 194 ; III., 80, 87, 164$ (227), 173, 185t (244), 212J (297),

2161 (287) ; IV., 2J (13), 59, 108, 1521 (188), 179, 239, 243J (285) ;

v., 5$ (11), 66, 84, 93J (130), 180t (257), 193| (303), 198. Females,
I., 4 ; III., 24t (51) ; IV., 40$ (59), 69J (102), 136$ (243) ; VI., 5$ (6).

Nephrotomy—Males, IV., 216.

Neuralgia—Males, IV., 65, 159. Females, II., 161 ; VI., 143.

Neurasthenia—Females, IV., 126.

Neuritis—Males, I., 64.

Local—Males. II.. 232. Females, II., 15.

Multiple— Males, II., 210 ; III., 181 ; IV.. 204^ (226) ; V., 102. Females,
I., 541 (75) ; II., 20t, 46, 81$ (108), 118 ; III., 31 ; IV., 18 ; V., 48.

Neuromimesis—See Hysteria.

Nodules, Eheumatic

—

See Rheumatism.
Cutaneous—Females, IV., 164.

Nympha, CEdema of—Females, VI., 289.

Nystagmus—Males, I., 61 ; III., 206t (275). Females, II., 183.

Obesity—Females, IV., 31 ; VI., 247.

(Edema op Limbs (alone)—Males, II., 123. Females, IV., 103.

General—Males, IV., 244 ; V., 187.

(Esophagus—
Abscess around—Males, I., 140J (155).
Malignant Growth of—Males, I., 108$ (126), 185$ (203) ; II., SOf (64), 252

J

(322).

Obstruction of—Males, IL, 146 ; IV., 246.

Perforation of—Males, I., 1401 (155) ; II., 252J (322) ; V., 135J (173).
Spasmodic Stricture of—Males, V., 103.

Omentum, Malignant Growth of—Males, V., 180| (257). Females, VI., 249 ?.

Ophthalmia—Females, III., 64.

Ophthalmoplegia—Males, IL, 28.

See also Paralysis of Cranial Nerves.

Opisthotonus—Males, II., 121. Females, II., 147, 213 J (245); III., 15.
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Optic Atrophy—Males, I., 210 ; III., 19. Females, I., 110.

Optic Nbukitis—Males, II., 47, 124, 173, 1751 (204) ; III., 80 ; IV., 59, 101,126
v., 166| (265). Females, II., 121, 141 ; III., 1.5.

Orbit, Melanotic Sarcoma of—Males, V., 34| (66). Females, I., 21|: (26).

Osteo-aethritis—Males, I., 106 ; II., 10, 150 ; III., 39 ; V., 110. Females, I.,

123 ; II., 46 ; III., 3 ; IV., 11 ; V., 101 ?.

Otitis Media—Males, I., 25, 167, 219 ; II., 107J (98), 135 ; III., 76, 215J (269) ;

IV., 1671 (147) ; v., 14J (20), 190| (284), 191 J (251), 198. Radcliffe—
36. Females, I., 117^ (279) ; II., 130, 152, 156J (222).

Otorrhcea—Males, II., 13, 40t, 192t. EadcUffe—72X (260). Females, II., 42.

Ovariotomy—Females, VI., 11, 21, 59, 74, 81J (s), 117, 123, 125, 132, 137, 163,

168, 170, 173, 201, 202, 204, 228, 230$ (s), 261J (s), 263, 275, 284, 324,

364t (s), 369, 370, 371, 373.

Ovaritis—Females, VI., 167,

Ovary—
Cyst of. Dermoid—Females, I., 88 J (149) ; \^I., 163, 201, 202, 373.

Cyst of. Parovarian—Females, VI., 21, 370.

Malignant Growth of—Females, II., 132| (165) ; VI., 123, 230J (s).

Tumour of—Females, VI., 11, 25, 59, 74, 81J (s), 125, 132, 137, 168, 170, 173,

196, 204, 243, 243A, 263, 275, 284, 324, 3641 (s), 369, 371, 373.

Tumour of, Impacted—Females, VI., 74.

Overwork—Females, VI., 75.

OzcENA—Females, III., 54J (91).

Pachymeningitis—Males, II., 11.

Pancreas, Malignant Growtii of—Males, IV., 150^ (187), 209J (236) ; V., 34$
(66), 92Aj (156), 192J (277).

Paresthesia, Paroxysmal— Males, III., 131.

Paralysis —
Of Arm and Leg-^Males, I., 138 ; II., 145.

Agitans—Males, II., 62, 140 ; V., 28.

Bulbar—Males, III., 162. Females, III., 20, 20A.

Of Cranial Nerves—Males, II., 28. Females, III., 122J (295) ; V., 155$
(293).

Of Diaphragm—Females, II., 102^ (137).

Diphtheritic— Males, I., 40, 178,202 ; II., 133, 166, 196, 198 ; III., 110, 116
;

IV., 138, 223 ; V., 18, 94. RaclcliJfe—2. Females, I., 67 ; II., 64, 173.

Radcliffe—^.
General, of Insane—Males, II., 52, 82, 82A.

Infantile, Spinal

—

See Polio-myelitis.

Facial—Females, II., 91 ; V., 3.

Of Recurrent Laryngeal—Males, III., 6 ; V., 35. Females, II., 84f (s)
;

v., 155$ (293).

See also Hemiplegia, Paraplegia, Polio-myelitis.

Parametritis—Females, I., 81 ; 11., 71 ; VI., 54, 87, 141, 199, 255, 268, 277, 298.

Sequelfe of—Females, VI., 318, 338 ?, 344.

Paraplegia-Males, I., 109, 143, 199,253 ; II., 88, 123.

Ataxic—Males, II., 98, 238.

Hysterical—Males, I., 84. Females, I., 70 ; II., 117 ; V., 79.

Spastic -Males, I., 230 ; II., 68, 70, 222. Females, II., 53.

Spastic, Congenital—Males, II., 29 ; III., 191. Females, II,, 213$ (245).

Paresis of Limbs—Males, I., 182 ; III., 98. Females, II., 110.

Parotitis—Males, II., 49$ (49).

Gouty—Males, III., 43.



47

Peliosis Rheumatioa—Males, II., 13. Females, I., 72.

Pelvic—
Abscess

—

See Abscess.

HEematocele

—

See HEematocele.
Hydatid—Females, VI., 117.

Inflammation—Females, I., 23 ; V,, 73 ; VI., 88, .51.

Malignant Growth—Females, VI., 271.

Tumour—Females, IV., 167 ; V., 14 ; VI., 16.

Pelvis-
Contracted—Females, VI., 200.
" Dwarf " variety—Females VI., 295.

Flat, Scoliotic—Females, VI., 10, 107.

Eicketty—Females, VI., 248.

Pemphigus—Females, II., 199 ; III., 101.

Factitious—Females, II., 209.

Neonatorum—Males, V., 137J (141).

Pekfoeation—See Diaphragm, Intestine, CEsophagus, Stomach and Trachea.

Perforating Ulcer op Foot— Males, I., 201 ; II., 65.

Pbeicaeditis—Males, I., 68, 110, 153, 172t, 180At (272), 205, 211, 240^ (296),

251, 256t (286) ; II., 13, 15^ (10), 72 ; III., 17, 35| (38), 36, 52J (19),

76, 182, 197, 199, 205 ; IV., 4, 38, 50| (71), 88| (87), 96, 134, 164t,

2031 (239), 250 ; V., 36$ (60), 39J (12). Females, I., 8, 25, 47t, 85J
(183) ; II., 35; III., 46, 89, 103; IV., 2, 21, 42, 98$ (123), 106$ (136) ;

v., 9, 49t (88), 97.

Pericardium, Adherent—Males, I., 411 (52), 56J (22), lOOJ (119) ; II., SJ (25),

175J (204) ; III., lllj (146) ; IV., 44 ; V., 100. Females, II., 138 ?.

Perihepatitis—Males, L, 193$ (41) ; II., 175J (204) ; IV., 248. Females, I.,

119$ (302) ; III., 24t (51) ; IV., 69| (102).

Perimetritis—Females, II., 71, 193 ; IV., 33, 149, 174 ; VI., 3, 7, 18, 22, 31, 40,

54, 73, 87, 141, 161, 193, 195, 226, 256, 272, 291, 296, 315, 330.

Sequete of—Females, VI., 79, 91, 172, 179, 207, 325.

Perineum—Ruptured and Repaired—Females, VI., 11.^, 142, 211, 218, 259.

Ulcer on—Females, VI., 355.

Periostitis—Males, III., 24, 47 ; V., 168. Females, II., 160.

Peritoneum, Malignant Growth of—Males, II., 247J (281) ; IV., 243| (285) ;

v., 5t (11), 120t (177), 181J (261).

Peritonitis—
Acute—Males, I., 49t, 122, 195 J (s) ; II., 2301 (305) ; III., 411 (40), 1491

(191), 164t (227) ; IV., 2401 (313) ; V., 1801 (257), 1901 (284), 1911

(251). Females, I., 391 (56), 117t (279) ;
III., 68t, 1071 (s), 109

;

IV., 80t, 1321 (249) ; V., 73, 891 (166) ;
VI., 771 (4*), 1391 (s), 184,

2151 (153).

Chronic—Males, I., 991 (s) ; IV., 2551 (320).

Tubercular—Males, I., 52j (47) ; II., 151 (10), 54, 189 ; III., 321 (35) ;

IV., 1061 (114), 142 ; v., 106, 142, 157 ?, 196. Females, I., 33 ; VI., 128,

146, 250t.

PEEITTPHLITIS-Males, I., 54, 78, 115 ; II., 3,69, 164, 182, 188 ; III., 168 ; IV.,48,

58, 123, 133, 149, 184, 222, 227; V., 1, 8, 23. 24 ?, 47, 62, 108, 122.

Females, I., 77 ; II.. 85 ?, 109, 125 ; IV., 48, 56, 115 ;
V., 54, 87, 138.

With Abscess—Males, I,, 53, 183 ;
II., 381 (s), 184 ;

V., Ill (5), 51t.
Females, I., 41, 871 (139) ;

III., 991 (202) ; IV., 90 ;
V., 131.

Pertussis -Males, II., 14, 1921, 202, 209 ;
III., 92 ;

IV., 24, 351 (32), 45 ; V., 12,

43, 1401 (135). BacloUffe—^lX (201). Females, I., 73, 101 ; II., 27, 39,

65, 111, 112, 120, 163t ; III., 27, 56 ;
IV., 91 (7), 59, 94, 155.

Pes Oavus—Females, III., 102.

Pharyngitis—Males, IV,, 169t (144). Radcliffe—9i=l\ (289).
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Phlebitis—Females, II., 28, 41 ; V., 107.

Phlegmasia, Alba doleus—Females, II., 5 ; VI., 135.

Phthisis Pulmonalis—Males. I., 66, 105, 113, 127, 132?, 145J (158), 150, 155,

163f (189), 213, 246t; II., 1, ej (28), 42, 55 J (29), 66t (90), 128,

139t (168), 142, 143, 154, 233, 235 ; III., 11, 14, 18, 82t (35), 82, 99,

109, 112, 123, 136, 139J (160), 151, 180, 198 ?, 214J (273), 219 ; IV., 9 ?,

36, 40, 46J (57), 50J (71), 61 ?, 106J (114), 141, 145, 151J (178), 152J
(188), 155, 156, 163t (184), 196, 203J (239), 204t (256), 206, 225 ; V.,

22, 50, 109, 140J (135), USJ (226), 163^ (242), 2001 (311). Females,
I., 32, 94; II., 22?, 67, 67A, lisf (223), 119, 128, 129t (185), 139J
(124), 144J (196), 158, 174 ; III., 12, 67, 95, 122, 126 ? ; IV., 9J (7), 61,

66 ; v., 24, 26, 29, 96t (167), 114, 134t.

Placenta—
Adherent—Females, VI., 19.

Retained (Removal)—Females, VI., 109, 157, 158, 178, 193, 194t (138), 238,

345.

Pleura—
Haemorrhage into—Males. V., 92.

Malignant Growth of—Males IV., 2091 (236), 243^ (285), 254J (280) ; V.,

341(66). Females, IV., 127J (183).

Pleueisy- -Males, I., 68, 94, 111, 127, 162, 173. 180aJ (272), 252 ; II., 15J (10),

50t (6x). 74, 108, 110, 116, 132, 213 ; III., 2, 90, 109, 178, 186 ; IV., 33t
(27), 64, 1691 (144). 175, 255J (320) ; V., 9, 56, 66, 68, 189. Females,

I., 86 ; II., 126, 205 ; III., 12, 39, 113; IV., 124 ; V., 15, 62.

Pleuritic Effusion—Males, 1,11. 13, 29, 35, 71, 82, lOOJ (119), 105, 175, 186,

191, 20,8, 216 ; 11., 34. 67, 72, 94, 96, 101, 114, 168J (210), 217, 226, 247t
(281) ; III., 24, 32J (35), 54, 54A, 62, 65, 70, 70At, 95, 103, 108, 141,

156, 163J (228), 164J (227), 195, 213^ (264) ; IV., 26, 36, 54, 90J (s),

92, 105, 106J (114), 116, 130, 134, 135, 143, 166J (123), 233, 243^ (285),

2541(280); V., 14J (20), 25, 29,32, 45, 50, 52, 78,90, 118, 126, 160,

174, 181 J (261). Females, I., 34, 45t (72), 54J (75), 56, 76, 85^ (183) ;

II., 98, 115, USX (211), 182 ;
IV., 12, 35, 71, 105, 117, 122, 150 ; V., 27,

34, 46, 51, 86, 92, 121, 162. Badcliffe—50% (199).

Bile-stained— Males, III., 141.

Chylous—Females, II., 143 J (211).

Sequels of—Males, IV., 191.

Pleurodynia—Females, III., 54 ; V., 50, 61.

Pneumonia—
"Catarrhal—Males, I., 20^ (15), 26, lOlt (111), 140J (155), 237; II., SOJ

(64), 80t, 120t (140), 157, 162, 163, 209 ;
III., 57, 83, 92, 114, 2131

(264) ; IV., 24, 35J (32), 83, 168f (150), 202 ; V., 12, 27, 63, 68, 91,

125t (127), 138, 19l| (251). Radoliffe—liX (36), ISJ (81), 39, 46^

(76), 47t, 63J (231), 72t (260), 89J (254), &2t (289). Females, I., 2t,

73, 101, 106t ; II., 163t ; III., 11, 27, 77, 79t, 124 ; IV., 45, 47, 60, 94,

96, 155 ; v., 22, 23, 113, 141, 153| (314), 156, 168, 170. RadcUffe—%0,
501 (199), 52, 74t (267), 78^ (250), 81 J (241), 85t, 86t.

Croupous -Males, I., 32, 44, 62, 65, 68, 83t (93), 92, 97, 104, lOTf, 114, 117,

125, 126, 131, 133, 134, 136, 137, 147, 154, 161, 177, 196, 225, 229, 233$

(310), 236, 238, 256^ (286) ; II., 12, 17, 19, 44, 59, 60, 73, 84, 100, 126,

1271 (142), 156, 158J (192), 176t (194), 190, 191, 192t, 229, 235, 239,

2481 (25.5), 2541 (317) ; HI., 10, 20, 23, 25, 30, SoJ (38), 55, 75, 79, 81,

89. 91, 113, 121, 128, 130, 133, 134, 141, 163$ (228), 175$ (14.3), 182, 196,

200 ; IV., 14, 21, 56, .57, 74, 80, 82, 84t, 88J (87), 95, 99. 104, 113, 115,

120. 124, 136, 146, 147, 154, 211, 226J (253), 252t ;
V., 26, 33, 42, 44, .54,

65,69, 76, 77, 78A, 87, 93$ (130), 96, 105, 115, 153, 156, 167, 172, 176,

177, 184t. Females, I., 4, 29, 53?, 54$ (75), 61, 63, 88$ (149) ; II., 14,

20t, 31 ?, 40?, 93, 125 ?, 130, 133 ?, 211 J (309) ; III., 2, 32, 34t, 61, 89
;

IV., 4, 28$ (18), 29. 39, 98$ (123), 116, 117, 144, 145, 156 ; V., 15, 24,

56, 68, 70, 91, 93, 95, 135$ (131). 144, 152. RadcU^e—hQ.
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Pneumonia—continued.

Chronic Interstitial—Males, I., 139 ; III.. 40$ (43), 84t (103), 106 ; IV.,

701 (91), 255t (320).

Septic—Females, II., 156J (222).

Pneumothorax—Males, II., 661 (90) ; IV.. 50J (71), ISIJ (178). Females
v., 112.

Hydro—Males, II., 27.

Pyo—Males, I., 218 ; II., 142.

Poisoning—
By Ammoaium Carbonate—Males, V., 53.

By Carbolic Acid—Males, II., 251 ; III., 125, 129, 157^ (129). Females, I.,

57 ; II., 212.

By Hydrochloric Acid—Females, III., 54J (91).

By Lead

—

See Lead Poisoning.

By Mackerel—Females, V., 35.

By Mercury—Males, I., 184 ; V., 155.

By Opium—Males, IV., 77.

By Oxalic Acid—Females, V., 66.

By Phosphorus—Males, I., 214.

By Sulphuric Acid—Males, II., 85.

Polio-myelitis, Anterior

—

Acute, Infantile—Males, I., 160 (old) ; III., 16. Females, V., 10.

Sub-acute—Males, II., 234t.

Pons Varolii, Hemorrhage into— Males, IIL, 206J (276) ; V., 193J (303).
Females, II., 218^ (308).

Pregnancy—Females, II., 661 (9*) ;
HI-, ^'t, 10^» US

;
IV., 177 ; V., 47, 82 ;

VI., 10, 32, 32A, 48, 80, 95, 97, 99, 107, 180, 189, 200, 243, 257, 257a,

283, 297, 350, 366t.
Extra-uterine—Females, VI., 187 1, 302 ?, 326.

Rupture of—Females, V., 130J (213) ; VI., 15, 90^ (s), 183J (s),

219, 219A.
Vomiting of—Females, I., 115; II., 66J (94) ; VI., 68.

Prostate, Malignant Growth of—Males, I., 27J (50).

Psoriasis - Females, I., 4 ; II., 3 ; IV., 52.

Puerperal Eclampsia—Females, VI., 252.

Pulmonary Arteries—
Obstruction of—Males, III., 148J (195).

Thrombosis of -Males, V., 5 J (11). Females, IV., 28t (18), 98J (123).

Pulmonary Catarrh—Females, IV., 83^ (100), 86, 120.

Purpura—Males, I., 170 ; II., 69, 90, 240 ; IIL, 117J (159), 2121 (297) ; IV., 103
;

v., 36t (60). Females, I., 72 ; III., 66 ; IV., 16, 82 J (106).

Hasmorrhagica—Males, II., 98t (110) ; IV., 29. Females, I., 100 ; II., 48
;

IIL, 21.

See also Peliosis Rheumatica.

Pyemia—Males, II., 40t ; IIL, 164^ (227) ; IV., 53t (72) ; V., 11 J (5). Females,
IV., 49J (s) ; VI., 320, 340J (304).

Chronic—Males, II., 253^ (299).

See also Endo-carditis (Ulcerative) and SepticEemia.

Pyelitis—Males, I., 102. Females, I., 119J (302).

Pylephlebitis—Males, IV,, 90t (s). Females, IIL, 99| (202).

Pyloric—
Malignant Growth

—

See Stomach.
Obstruction—Males, IV., 215 ; V., 199.

Pyo-nephrosis—Males, II., SJ (83) ; IIL, 184t ; IV., 216.

Pyrexia—Males, I., 77, 156, 218 ; V., 124, 179. Females, I., 30, 53, 93 ; IL, 44
;

IV., 123.

PYURIA—Males, I., 253 ; IL, 106, 153, 169 ; IV., 28, 284. Females, IL, 37, 46.

E
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Raynaud's Disease -Males, V., 203. Females, I., 28 ; V,, 10, 129.

Rectum—
Abscess of—Males, II., 60.

Stricture of -Males, I., 99J (s).

Malignant Disease of—Females, VI., 365.

Tubercular Ulceration of—Males, II., 55J (29). Females, II., 1241.

Resection op Rib—See Empyema—Abscess of Liver.

Retina—
Detachment of-Males, II., ITSJ (204).
Hsemorrhage into—Males, I., 254 ; 11., 21 (33), 47, 175t (204), 183+ (232) ;

III., 58+ (86) ; IV., 46+ (57), 85, 126.

Retinitis—
Albuminuric—Males, II., 175^ (204) ; III., 58t (86) ; IV., 59, 108,

Females, II., 194 ; IV., 164.

Diabetic —Males, IV,, 46J (57).

Rheumatism—
Acute and Sub-acute—Males, I., 50, 60, 63, 68, 69, 72, 80, 85, 110, 116, 158,

172t, 190, 200, 205, 207, 211, 217, 239, 249 ; II., 9, 13, 18, 26, 72, 90, 93,

115, 117, 129, 144, 152, 187, 218, 230J (30.5) : III., 17, 27, 36, 37, 45, 49,

60,68, 102, 105, 122, 127, 133, 153, 158, 182, 183, 188, 189, 193, 197, 199,

201, 205 ; IV., 5, 6, 12, 38. 43, 67, 68, 69, 75, 78, 96, 97, 109, 122, 176,

183, 186, 198, 205, 218, 220, 2.37, 250 ; V., 4, 13, 21, 29, 41, 86, 111, 119,

129, 133, 1.59, 161. Females, I., 8, 18. 25, 37, 65, 72, 85J (183), 98, 103,

109, 126 ; II., 9, 35, 50, 75, 96, 131, 164, 185, 198, 207 ; III., 17, 50, 64,

71, 81, 89, 93, 105, 110, 129 ; IV.. 3, 37, 42J (58), 46, 54, 65, 84, 131,

166 ; v., 9, 11, 17, 30, 111, 148.

With Albuminuria—Females, II., 198.

With Chorea—Males, I., 60 ; III., 182 ; IV., 68 ; V., 13. Females, III., 89.

With Desquamation—Females, II., 9.

With Erythema Multiforme—Males, II., 13, 230+ (305) ; V., 86. Females,

I., 18 ; II., 35 ; IV., 46.

With Erythema Nodosum—Females, III., 64.

With Herpes—Females, III., 50.

With Myo-carditis—Females, IV., 42^ (58).

With Nodules—Males, I., 60. Females, II., 50.

With Ophthalmia—Females, III., 64.

With Pericarditis—Males, I., 68, 110, 172t, 205, 211 ; II., 13, 72 ; III., 17,

182, 197, 199, 205 ; IV., 38, 96, 250. Females, 1, 8, 25, 85J (183) ;

II., 35 ; III., 89, 105 ; IV., 42t (58) ; V., 9.

With Pleurisy—Males, I., 68. Females, I., 85^ (183) ; III., 110.

With Pneumonia— Males, I., 68. Females, III., 89, 105, 110.

With Purpura—Males, I., 90. Females, I., 72 ; IV., 46.

With Teno-synovitis—Females, V., 30.

With Tonsillitis—Males, I., 63 ; III., 17 ; IV., 183.

With Urticaria—Females. IV., 166.

Chronic—Males, II., 48 ; V., 141. Females, II., 136.

See also Gonorrhneal.

Rheumatoid Arthritis—See Osteo-arthritis.

Ribs, Resection of

—

See Empyema.

Rickets—Males, I., 26, 521 (47), 76, 91 J (82) ; II., 63^ (80), 75, 88, 202, 203, 225
;

III., 114 ; IV., 101, 167| (147). 1681 (150) ; V., 46, 164. RadcUfe—
18| (81) Females, II., 17, 86, 175 ; V., 6. BadcUffe—iS.

Rubeola—Males, I., 96, 221.

Salpingitis—Females, VI., 21, 358.

Suppurative—Females, VI., 182 ?, 220 ?, 266J (s), 261+ (s).

See also Uterine Appendages.
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Sape^mia - Females, VI., 287.

Sarcoma—See Malignant Growth.

Scarlet Fever—Males, I.. 98, 227a, 214 ; IV., 236. Females, I., 99, 132, 133
;

II., 184. RadcUffe—lO.
Spastic Hemiplegia following—Females, II,, 72.

Sciatica— Males, I., 23, 242 ; II., 102, 103, 118 ; V., 60, 101. Females, IV., 22
;

v., 60.

Sclerosis—
Disseminated—Males, III., 31 ; IV., 107 ; V., 128, 182, 143. Females. III.,

20A?; v., 11.5?

Lateral—Males, I., 109, 143.

Lateral Amyotrophic—Males, II., 249 ; III., 138.

Postero-lateral—Males, V., 104.

See also Tabes Dorsalis.

Scrotum, Sloughing Ulcer of—Males, IV., 27.

Seborrhcea. Capitis—Females, III., 56.

Septicemia—Males, III., 21 5 J (269). Females, III., 26. RarMiffe—SIX (241).

Serum, Treatment by

—

Anti- Diphtheritic—Males, V., 157. Females, V., 135 ; and all cases of
Diphtheria in Radeliffe except .58.

Anti-Pneumococcic—Males, V., 171. Radeliffe—^2% (131).
Anti-Streptococcic—Males, II., 40t, 253t (299); IV., 1641; V., 106,

Females, II., 91 ; III., 26. Radcliffe—iQt.

Skin, Melanotic Sarcoma of—Males, V., 34J (66).

Smell, Loss of Sense of—Females, II., 82.

Speepft Affpofcions of

Aphasia—Males, L, 130, 245 ; II., 53, 127t (142) ; III., 100, 171, 211 ; IV.,

172, 245 ; V., 136. Females, II,, 91.

Aphonia—Females, V., 79,

In Hysteria—Females, II., 52.

Spinal—
Curvature—Males, I., 73 ; II., 68, 85. Females, III., 48.

Irritation—Males, IV., 201.

Spinal Cord, HEemorrhage into—Males, I., 255.

Spleen—
Enlargement of—Males, I., 59 ; II., 21 ; III.. 86 ; IV., 238. Females II

137 ; III., 16, 46 ; IV., 16, 164 ; V., 39. 120.

Infarction of—Males, L, 240t (296) ; II.,' 168| (210) ; III.. 1401 (170)

215 J (269). Females, IV., 98| (123) ; V., 67t (113).
Lardaceous—Males. I., 145J (158).

Malignant Growth of—Males, IV., 2541 (280) ; V., SIJ (66).
Syphilis of—Males, IV., 2551 (320).

See also Leucocyth^mia.

Stomach—
Dilatation of— Males, I., 222 ; II., 91 : III., 132 ; IV., 1321 (16.3), 215

;

v., 52, 83, 199. Females, II., 104 ; IIL, 72, 120 ; IV., 1301 (209).
Malignant Growth of

—

See Malignant Growth.
Perforation of—Males, V., 1811 (261).

Ulcer of

—

See Gastric Ulcer.

Stomatitis—Females, I., 62.

Stridor, Laryngeal (after Tracheotomy)—Females, II., 7 ; III., 59, 59a.

Sub-diaphragmatic Abscess—(S'ee Abscess.

Sunstroke—Males, I,, 171.

E 2
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Supra-renal Capsules—
Melanotic Sarcoma of—Males, V., 34J (66).

Tabloids, Treatment by—Males, V., 35. Females, V., 68.

Syphilis—Males, L, 3, 64, 109, 143 ; II., 47, 53, 82, 82a ; III., 119, 211 ; IV., 255t
(320) ; v., 96. Females, III., 54t (91).

Bone Disease—Females, II., 160.

Congenital—Females, III., 119J (262).

Laryngitis—Females, II., 200.

Syringo-myelia—Males, II., 78.

Tabes Dorsalis—Males, I., 120, 201, 212 ; II., 65, 159 ; III., 19 ; V., 132.

Females, I., 64, 80 ; II., 36 ; III., 36.

With perforating Ulcer— Males, I., 201 ; II., 65.

Tachycardia —See Heart.

T^NIA Mediocanellata—Males, I., 16, 45, 146 ; IV., 164t. Females, V., 167.

Talipes—Females, II., 15.

Taste, loss of sense of—Females, II., 82,

Teething—Females, IV,, 23,

Tenotomy—Males, II., 29,

Testis, Malignant Growth of—Males, V., 34J (66).

Tetany—Males, V., 205. Females I., 50 ; II., 5 ; V., 6.

Thrombosis op—
Arteries of Limbs—Males, II., 124A.

Pulmonary Arteries—Males V., 5J (11). Females, IV., 28 J (18), 98J (123).

Lateral Sinus—Males, IV., 87^ (85).

Veins of Limbs-Males, I., 58t (74) ; II., 23J (3), 89 ; III., 195 ; IV., 31,

103, 149. Females, IIL, 116 ; IV., 147.

Thymus Extract, Treatment by—Females, I., 20, 27, 69, 89 ; IV., 91.

Thyroid Extract, Treatment by—Males, V., 203. Females, I., 38 ; II., 203
;

v., 77.

Thyroid Gland—
Cyst of—Females, IIL, 80.

Malignant Growth of-Males, V., 34t (66). Females, I., 21J (26).

Tic Doloreux—Females, II., 26.

Tinnitus—Males, I., 1.

Tongue, Carcinoma of—Males, I., lOSJ (126).

Tonsil, Malignant Disease ©f—Females, V., 154^ (s).

TONSILLITIS—Males, I., 63 ; IIL, 5, 21, 22, 137, 143, 152 ; IV,, 198 ; V., 123.

Females, L, 12, 91 ; IL, 21, 108 ; III., 91, 118 ; IV., 19, 27, 51, 75, 133
;

V. 32, 57, 64, 146, 161. RadcUffe—b'd, 60, 76, 90.

Torticollis—Males, I., 176 ; IL, 24. Females, IL, 83 ; III., 14, 80.

Trachea, Perforation of—Males, I., 140t (155).

Tracheotomy—
ForDiphtheria—Males—i?arZtfZi/e—11, 12, 14J (36), 18| (81), 21t (79),

22, 34, 35, 38t, 39, 41, 46t (76), 47t, eij (182), 72^ (260), 83, 87, 88,

891 (254), 94. Females, IV., 179J (259). Badcliffe—lf, 3, 7, 9, 16, 19,

23, 26, 48t, 50t (199), 52, 56, 57, 62^ (131), 64, 67, 71t, 74J (267),

78t (250), 80, 82t, SSf, 93t (275).

For Laryngitis—i?afZcZ/#e—20, 33, 51J (201), 86t.
For Lymphadenoma—Females, IL, 84J (s).
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Transfusion—
Of Blood-Males, 11., ISSJ (232).

Saline—Males, III., 139^ (160) ; V., ITJ (46), 38^ (24), 95t, 1631 (2*2).

Trbmoe op Tongue—Females, II., 53.

Trephining of Skull—Males, III., 2201 (s) ; I'^-i 119-

Tuberculin R. op Koch, Treatment by—Males, IV., 141, 196, 206.

Tuberculosis-
Acute Miliary—Males, I., 20^ (15), 47J (37), 52t (47), 157$ (198) ;

II., IBJ

(10), 98f(110), 244t (229), 245t (233); III.. 117$ (159); IV., 106$

(114), 1671 (147). 174| (151). Females, I.. 19$ (4), 97$ (208);

II., 18$ (23), 29$ (45), 43$ (70), 145$ (206), 154$ (207) ;
III., 25$ (53),

78$ (145), 117$ (282) ; IV., 9$ (7), 13$ (9), 62$ (89), 154$ (283).

See also Adenitis, Epiglottis, Intestine, Kidney, Laryngitis, Meningitis,

Peritonitis and Phthisis.

Typhlitis—iSee Perityphlitis,

Typhoid Fever —

Fatal Cases—Males, I., 49t, 243$ (278) ; II., 40t, 230$ (305) ; III., 41$ (40),

149$ (191) ; IV., lot, 240$ (313), 252t ; V., 14$ (20), 38$ (24), 190$

(284), 191$ (251). Females, I., 117$ (279) ; IV., 81$ (105), 132$ (249).

With Aphonia—Males, II., 40t.
With Bedsores—Males, II., 40t.
With Boils—Males, II., 40t.
With Bronchitis (severe)—Males II., 40t ; V., 191$ (251).

With Epistaxis— Males, II., 230$ (305) ; IV., 240$ (313).

With Hasmorrhage -Males, I., 243$ (278) ; II., 40$, 230$ (305) ; III., 41$

(40), 149$ (191) ; IV., 240$ (313), 252$ ; V., 38$ (24), 190$ (284).

Females, IV., 81$ (105).

With Dilated Heart—Males, II., 40t.
With Hemiplegia—Males, II., 40$.

With Nephritis—Males, IV., 10$.

With Otitis Media—Males, V., 14$ (20), 190$ (284), 191$ (251).

With OtorrhcEa—Males II., 40$.

With Perforation of Intestine—Males, I., 49$? ; II., 230$ (305) ; III., 41$

(40), 149$ (191) ; IV., 240$ (31-3) ; V., 190$ (284), 191$ (251).

Females, I., 117$ (279) ; IV., 81$ (105), 132$ (249).

With Pleuritic Bfiusion—Males, V., 14$ (20).

With Pneumonia—Males, IV., 252$.

With Broncho-Pneumonia—Males, V., 191$ (251).

With Pyaemia—Males, II., 40$.

With Eelapse- Males, II., 40$. Females, IV,, 81$ (105).

With Rigidity—Males, IV., 252$.

With Eigors—Males, V., 38$ (24).

With Ulceration of Larynx—Females, IV., 132$ (249).

Eecoveries—Males. I., 5, 6, 15, 34, 43, 89. 135, 144, 165, 189, 197, 204, 206, 224,

247, 248 : II., 7, 8, 51, 57, 89, 124, 160?, 180, 20.5, 216, 246 ; III., 4, 18,

21, 24, 34 ?, 61 ?, 74, 126, 170, 172 ?, 176, 187 ?, 195 ?. 210, 217 ; IV., 1, 7,

19, 22, 30, 31, 39, 51, 63, 81, 139, 160, 161, 162, 182, 188, 190, 197, 207,

210, 214, 217, 221, 229, 235 ; V., 32, 37, 79, 113, 144, 145, 169. 175,

186, 206. Females, L, 3, 6, 38, 40, 125, 130 ; II., 2 ?, 5, 28, 38, 49, 51,

55 ?, 70, 76, 91 ?, 159, 166, 168, 178, 183. 190 ; III., 9, 19, 123, 128 ; IV.,

7. 15, 41, 50, 51,58, 58a, 87, 114, 135, 158, 175; V., 36, 41, 116, 125,

140, 150, 159, 166.

With Abortion—Females, II., 168, 188,

With Aphasia—Females, II., 91 ?

With Arteritis—Males, II., 124.

With Bedsores—Males, III., 24.

With Boils—Males, I., 34.

With Bronchitis (severe)—Males, L, 34 ; II,, 246 ; III., 21 ; IV., 7 ; V., 79.

Females, IL, 38, 76, 178, 183, 190 ; IIL, 4, 9, 51, 87, 135 ; V.. 41, 140.
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Typhoid Fever—B.'ECOY'ETS.i'ES—continJied.

With Cystitis—Females, II., 246.

With Delirium (Maniacal)—Females, V., 159.

With Deafness—Females, V., 36.

With Endocarditis—Females, V., 150.

With Epistaxis—Males, L, 135 ; II., 246 ; IV., 161, 162 ; V., 113.

With Erythema- Males, III., 24.

With Facial Paralysis—Females, II., 91 1

With Gangrene—Females, II., 91 ?

With Heemorrhage—Males, I., 15, 34 ; III., 24 ; V., 79, 186, 206. Females,
I., 6 ; IV., 81 ; V., 125.

With Hajmaturia—Males, I., 34 ; IV., 81, 182.

With Hemiplegia—Females, II., 49.

With Insanity during convalescence—Males, IV., 229.

With Nephritis— Females, II., 5.

With Nystagmus—Females, II., 183.

With Optic Neuritis—Males, II.. 124.

With Phlebitis— Males, II., 89 ; III., 195 ; IV., 31. Females, II., 28.

With Phlegmasia Dolens— Females, II., 5.

With Pleurisy—Males, II., 7.

With Pleuritic Effusion—Males, III., 24, 195 ; V,, 32.

With Periostitis—Males. III., 24.

With Phthisis—Males. 111.. 18.

With Eelapse- Males, I.. 34, 144, 197 ; III., 24, 74, 126, 176 ; IV., 162 ;

v.. 37, 79, 169. Females, I. 1.32 ; II., 28, 49, 70, 159 ; III., 123.

With Rigors—Males, I., 15.

With Eoseola- Males, IV., 19.

With Tetany—Females, II., 5.

With Tonsilitis—Males. III., 21. Females, I., 38 ; IV., 50, 51.

Uremia—Males, I., 90J (104) ; II., 2 J (3S), 149t (96), 212 ; III., 58 J (86), 142 ? ;

V. 36J (60). Females, I., 90J (224). SadcUfe—lOf.

Urethra—
Male

—

Inflammation of—V., 173.

Stricture of—II., 134J (176).

Female

—

Caruncle of—VI., 93, 217, 282, 333.

Papilloma of—II., 37.

Prolapse of Mucous Membrane of—VI., 73.

Malignant Growth of—VI., 300.

Urine, Retention of—Females, VI., 181, 311, 359, 367.

Urticaria— Females, III., 66.

Uterine Appendages—
Cyst of Broad Ligament—Females, VI., 228.

Inflammation of—Females, VI., 31, 57, 85, 171, 190, 221, 268, 293, 328, 374.

Pain in Region of—Females, VI., 224.

Uterine Cervix—
Catarrh of—Females, VI., 69, 127, 175, 327.

Dilatation of—Females, VI., 33, 61, 82, 93, 144, 162, 236.

Erosion of—Females, VI., 67, 84, 100, 105, 119, 208, 213, 216, 227, 244, 346,

352 363.

Hypertrophy of—Females, VI., 52, 105, 191.

Laceration of. Repaired—Females, VI., 118.

Malignant Growth of—Females, II., 155 ; VI., 5^ (6), 41, 92, 110, 148, 151,

154, 177, 185, 205, 229, 243, 243A, 270, 290, 294, 304, 313, 336, 368.
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Uterine HEMORRHAGE—Females, VI.. 22, 23, 24, 29, 35, 47. SIJ (s), 108, 113,

13.S, 152, 156, 166, 166A, 208, 213, 264, 280, 291, 335, 353.

Accidental —Females, VI., 124.

After Abortion—Females, VI., 36, 39, 176, 197, 198, 212, 319, 257.

Curetted—Females, VI., 7, 13, 22, 23, 24, 27, 35, 36, 54, 64, 70A, 76, 84, 98,

104, 108, 113, 114, 130, 133, 136, 140, 152, 188, 197, 198, 212, 231, 233,

234, 238, 254. 262, 280, 291, 292^ (266), 306, 308, 309, 322t (315),

328 332
Fibroid Tumours of—Females, III., 55 ; VI., 4, 6, 14$ (s), 17, 26, 35A, 50,

53, 53a, 58, 58A, 63 ?, 66, 86, 88, 101, 102, 106, 108, 114a ?, 129, 131, 152,

155, 165, 166, 166a, 188, 203, 232^ (190), 258, 288, 303, 309, 311, 321,

323, 335, 353, 359, 367.

See also Fibroid JPolypus of.

Hour-glass, Contraction of—Females, VI., 287.

Hydatidiform Mole—Females, VI., 262, 322J (315).

Malignant Growth of—Females, VI., 26, 35A, 71, 292J (266).

Mal-development of—Females, VI., 47 ?, 112.

Polypus of Fibroid -Females, VI., 37, 46, 70, 70a, 136, 147, 222, 279, 306,

316.

Mucous—Females, VI., 121, 138, 153, 278.

Prolapse of-Females, VI., 43, 43a, 43b, 78, 83, 103, 169, 206, 317.

Retroversion of Gravid—Females, VI., 181, 260.

Sub-involution of—Females, VI., 186, 273.

See also Uterine Cervix.

Vagina—
Atresia of—Females, VI., 8, 245.

Cyst of—Females, VI., 1, 28, 62.

Malformation of— Females, VI., 3, 3a,

Malignant Growth of—Females, VI., 362.

Myo-fibroma of—Females, VI., 49.

Ulceration of, from Pessary—Females, VI., 12.

Vaginismus—Females, VI., 329.

Vaginitis—Females, VI., 80.

Vertigo—Males, I., 1, 25, 61 ; II., 125. Females, IV., 108.

Labyrinthine—Males, V., 194.

Vision, Limitation of Field of—Females, II., 201 ; V., 28, 137.

Vocal Cords, Fixation of—Females, IV., 2.

Vomiting—Males, I., 148, 159, 169 ; II., 147, 172 ; V., 67. Females, II., 106, 107,

121 ; III., 33, 41 ; IV., 20 ; V., 35.

Of Pregnancy— Females, I., 115 ; II., 66$ (94) ; VI., 68.

Vulva—
Malignant Growth of—Females, VI., 209,

Pruritus of—Females, VI., 20, 240.

Warts of—Females, VI., 3, 3a, 342.

Whooping Cough—See Pertussis.

Xanthelasma—Males, II., 4.

Xerodermia—Females, III., 4.
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INDEX
TO Kegistee op Post-mortebi Examinations.

MEDICAL, Vol. XXIV., 1897.

Abnormalities of—
Aorta—46.

Brain, Arrest of Development of Hemispheres—245.

Abnormal Meninges of—209.

Bronchus : Supernumerary—34.

Heart

—

See Heart.
Intestine, Meckel's Diverticulum— 6, 251, 279.

Kidney, Congenital Absence—188, 273.

Liver, Abnormal Lobulation—45.

Lungs, „ „ —157, 309.

Spleen—205.
Ureters, Malformation of—273.

Appendiceal—5, 139, 140, 202.

Of Brain—72, 78.

Cranial—98.
Of Dura Mater—72, 98.

About Intestine—105.

Of Kidney—157.

Of Liver, Single—78, 230.

Multiple— 5, 202, 227.

Of Lung-5, 18, 131, 180, 222, 230, 237.

Of Mastoid Cells—98, 147.

Of Ovary—157.
Peri-CEsophageal—155.

Peritoneal— 237.
Sub-Phrenic—179, 261.

Sub-Periosteal—72.
Superficial—179, 299

Of Uterine Broad Ligaments, 153, 304.

Adenitis, Acute Tubercular—110.

Anemia, Pernicious—232.

Anasaeca—52, 60, 74, 88, 95, 100, 108, 136, 186, 211, 217, 219, 221, 243, 314.

Aneurysm—
Aortic, Thoracic—27, 120, 173, 246, 264, 806,

Abdominal—291.

Rupture of Aortic, into Bronchus—264.

(Esophagus—120, 173.

Trachea—27.
Eetro-Peritoneal—291.

Popliteal, Sac of Old—46.

Valvular (of Heart)—52, 142.
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Aorta—
Abnormal— i6.

Aneurysm of

—

See Aneurysm.
Atheroma of—8, 11, 13, 19, 26, 27, 33, 38, iO, 42, 46, 49, 57, 64, 65, 67, 75,

77, 83, 85, 88, 97. 108, 119, 120, 121, 128, 129, 130, 142, 143, 146, 155,

158, 163, 171, 173, 176, 185, 188, 189. 192, 214, 215, 218, 224, 225, 230,

232, 235, 242, 243, 244, 246, 248, 251, 253, 257, 258, 263, 264, 273, 276,

277, 278, 281, 285, 287, 297, 298, 301, 303, 306, 312, 316, 321, 322.

Dilatation of—74, 173, 188.

Appendix Vermifoemis—See Intestine.

Arteries—

Cerebral, Atheroma of—75, 77, 112, 132, 204,?276, 808.

("oronary Arteries

—

See Heart.

Dorsalis Pedis. Thrombosis of—57.

Pulmonary, Thrombosis of— 11, 18, 223.

Obstruction of (Pressure)—195.

Ascites—26, 34, 41, 50, 51, 60, 66, 86, 88, 95, lO'o, 108, 109, 111, 121, 136, 165, 170,

189, 197, 217, 219, 221, 228, 234, 242, 243, 257, 261, 268, 277, 281, 285,

287, 288, 292, 297, 801, 314, 316, 820, 321.

Chylous—148, 2li.

Bedsore—289.

Bile Ducts—See Liver.

Bladder—
Cystitis—176.
Haemorrhages in Wall of—110.

Hypertrophy of—57, 97, 130.

Melanotic Sarcoma of— 66.

Papilloma of— 119.

Uric Acid Sand in—50.

Brain—
Cerebrum

—

Abscess of—72, 78.

Arrest of Development of Hemispheres of—245.

Cyst in— 136, 242.

Hemorrhage, Cerebral—17, 59, 67, 218, 300, 303, 308.

Ventricular—17, 59, 67, 300.

Infarct, Septic—202.

Laceration of— 54.

Nodules, Tubercular, in,—4, 147.

Tumours of, Gummata—175.

Tubercular—295.
Cerebellum

—

Haemorrhage into—303.

Tumour, Tubercular, of—10.

Pons Varolii

—

HsEmorrhage into—276, 303, 308.

Tumour, Tubercular, in—295.

Sinuses (Cerebral) Thrombosis of—85.

See also Meninges.

Breast, Malignant Tumour of—293.

Bronchi, Bronchitis

—

See Lung.

Brought in Dead-14, 55, 68, 83, 97, 101, 112, 115, 125. 128, 164, 169, 174, 214
215, 216, 247, 258, 263, 290, 298, 812, 324.
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C^SAEiAN Section (Post-mortem)—39.

Caisson Disease?—8.

Calculus—
Biliary—26, 50, 75, 83, 88, 128, 132, 197, 209, 223, 318.

Spontaneous Fracture of—50, 132.

Renal—6, 180, 277, 297, 302.

Cerebellum — 5'(?e Brai'n.

Chorea—69.

Colon—See Intestine.

Cyst of—
Brain—136.
Kidney— 97, 145, 176, 277.

Liver—185
;
(Hydatid—179).

Ovary—91
;
(Dermoid—149).

Thyroid Gland—59.

Uterine Appendages—153, 185.

Diabetes Mellitus-25, 46, 48, 57, 90, 109, 157, 240.

Diaphragm—
Abscess (Sub-Diaphragmatic)—179, 261.

Malignant Growth of—1G5.

Perforation—230.

Died in Surgery or Surgery Ward— 17, 21, 54, 62, 116, 120, 132, 134, 162.

171, 19.3, 200, 205, 235, 252, 270, 271, 291, 319.

Diphtheria—36, 61, 76, 79, 131, 182, 199, 250, 254, 259, 260, 267, 275.

Diplegia Spastic—245.

Duodenum—See Intestine.

Ear—
Haemorrhage from—144.

Suppuration of Middle—20, 98, 147, 162, 194, 222, 251, 269, 279.

Emaciation, Extreme—139.

Emphysema—^ee Lung.

Empyema—(See Pleura.

Endocarditis—gee Heart.

Enteric Fever—See Typhoid Fever,

Epididymis, Melanotic Growth of—66.

Epiglottis, Ulceration of

—

Catarrhal—210.
Syphilitic—320.
Tubercular—28, 273, 305.

Eye—
Corneal Ulcer—289.
Optic Atrophy—66.

Neuritis—204.
Retina Detached—204.

Haemorrhages into—204.
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Fallopian Tubes—See Uterine Appendages.

Fistula—
In Ano—29.

Ftecal—139.

FCETUS, Escaped into Peritoneal Cavity—213.

FOEAMEN Ovale, Patent

—

See Heart.

Gall Bladder—See Liver.

Gangrene—
Of Feet—57.
Of Lung—43, 87, 178, 193, 282.

Gout—See Joints, Uratic Deposits in.

Heart—
Abnormalities of, Congenital

—

Patent Foramen Ovale— 88, 63, 65, 73, 76, 81, 85, 87, 92, 99, 104, 111,

112, 117, 118, 122, 131, 142, 228, 231, 241, 250, 251, 253, 254,

264, 265, 267, 268, 273, 275.

Patent Ductus Arteriosus—228.

Malformation of Aortic Valves—188, 189.

Mitral Valves—12.

Pulmonary—139.

Malformation Extreme of Heart—216.

Atrophy of—13, 28, 163. 203, 209, 261, 281, 285, 320, 322.

Clots, Ante-mortem, in—38, 210, 241, 287, 292, 297.

Coronary Arteries, Atheroma of—75, 77, 83, 97, 100, 112, 128, 132, 157, 214,

215, 258, 298.

Endocarditis, Acute—19, 25, 31, 58, 69, 84, 95, 100, 123, 170, 183, 217, 238,

287
Dlcerative— 2, 113, 189, 142, 152, 164, 210, 269.

Fatty Degeneration of—12, 22, 31, 51, 57, 58, 64, 73, 106, 107, 110, 112, 123,

128, 129, 180, 197. 215, 282, 240, 244, 246. 249, 253, 258, 265, 266,

272, 273, 292, 298, 301. 315.

Fibroid Degeneration of— 174, 252, 312.

Gumma of—174.

Infarct of (Septic)—202.
Dilatation of— 12, 19, 22, 41, 42, 45, 52, 57, 60, 73, 74, 77, 88, 100, 103,

119, 123, 128. 130, 132, 136, 146, 155, 158, 185, 192, 210, 215, 218,

219, 223, 225', 230, 243, 244, 246, 248, 258, 255, 257, 272, 286, 287,

289, 292, 297, 301, 814, 316, 321.

Hypertrophy of—11, 12, 14. 17, 19, 22, 33, 41, 45, 52, 59. 60, 67, 73, 74,

75, 83, 86, 88, 96, 97, iOO, 119, 121, 130, 142, 175, 184, 189, 204, 210,

214, 215, 218, 219, 2;i3, 225, 238, 243, 244, 246, 248, 263, 264. 272,

276, 287, 292, 297, 301, 303, 305, 814, 318, 321.

Malignant Growth of—66, 148, 177.

Myocarditis, Acute—58.

Aortic Valves

—

Aneurvsm of—52, 142.

Atheroma of— 6, 17, 57, 77, 97, 116, 119, 129, 148, 163, 192. 214. 215,

243. 277, 297. 316, 322.

Calcareous—120, 121, 130, 142.

Thickened—3, 11, 22, 27, 33, 41, 44, 46, 50, 67, 74, 100, 123, 146, 212,

218, 219, 238, 244, 246. 248, 263, 276. 287, 301, 303, 312.

Vegetations on—19, 31, 84, 100, 152, 287.
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Heart—continued.

Mitral Valves

—

Aneurysm of—52.

Atheroma of—6, 15, 16, 22, 27, 40, 46, 57, 65. 116, 119, 129, 143,

163, 173, 235, 243, 253, 277, 285, 316.

Calcareous—77, 130.

Thickened—3, 11, 12, 19. 25, 33, 34, 39, 41, 50, 52, 58, 64, 67, 121, 136,

146, 152, 192. 211, 217, 218, 219, 238, 246, 261, 272, 276, 287,

292, 297, 301, 303, 305, 314, 322.

Vegetations on—19, 25, 31, 69, 84, 100, 113, 123, 139, 152, 164, 170,

287.

Mitral Orifice, Stenosis of—34, 77, 84, 100, 123, 183, 305, 318.

Pulmonary Valves, Atheroma of—276.

Tricuspid Valves

—

Incompetence of— 19, 225, 276.

Thickened—52, 119.

Vegetations on—19, 31, 152.

Hemiplegia, without Obvious Brain Lesion—2.

Hernia.—
Inguinal— 14, 132, 302.

Umbilical—51.

Hodgkin's Disease—See Lymphadenoma.

Hydatid op Liver—179.

Hydrocele—252, 281, 322.

Hydro-nephrosis—^See Kidney.

Infarct—See Various Organs.

Intestines—
Abnormalities of

—

Meckers Diverticulum—6, 251, 279.

Duodenum

—

Effect of Corrosive Poisons on—91, 101, 129.

Ulceration of—321.

Small Intestine

—

Effect of Corrosive Poison on—91, 129.

Tntus-susception—82.

Lardaceous Disease of—158.

Malignant Growths of—26, 64, G6, 165.

Polypi of—152.

Perforation of (Typhoid)—105, 191, 249, 251, 279, 284, 305, 313.

Ulceration of

—

Tubercular-4, 7, 28, 29, 47, 55, 110, 147, 151, 158, 160, 167, 196.

207, 229, 233, 239, 283, 295.

Typhoid—24, 40, 105, 191, 249, 251, 278, 279, 284, 305, 313.

Csecum

—

Adhesions around—212.

Perforation of—257.

Ulceration of—5, 42.

Tubercular—35.

Typhoid—24, 284.

Vermiform Appendix

—

Abscess around—5, 139, 140, 202.

Concretion in—40, 57, 103, 118.

Sloughing of—5, 202.

Ulceration of—57.

Tubercular—29, 159.

Typhoid—40.
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IntestinES

—

continued.

Colon

—

Compression of, by Malignant Growth—257.

Distension of—213, 257.

Perforation of —40.
Ulceration of, Follicular—77.

Tubercular—29, 160. 229.

Typhoid—24, 40, 191, 284, 313.

Ulcerative Colitis—49, 65.

Sigmoid Flexure

—

Diverticula of—132.

Ulceration of (Typhoid)—40,

Rectum

—

Polypus of—173,
Ulceration of. Tubercular—29,

Jaundice—41, 50, 85, 210, 216, 219, 242, 277, 297, 316.

Joints—
Suppuration of—304.

Uratic deposits in—14, 51, 67. 83, 93, 97, 116, 129, 130, 146, 160, 215, 218,

219, 244, 253,

Kidney—
Absence of, Congenital—188, 273.

Abscess of—157.

Atrophy of (Calculus)—6.

Calculus in—6, 180, 277, 297, 302.

Cysts in—97, 145, 176, 277.

Fatty—28, 43. 67, 102, 157, 160, 185, 204, 219, 236, 239, 242, 255, 256, 309,

315.

Hydro-nephrosis—193.

Hypertrophy of, Compensatory—6, 188, 266, 273.

Infarcts of—41, 73, 95, 113, 121, 123, 152, 164, 170, 202, 210, 218, 269,318.

Lardaceotis—1 58.

Malignant Growth of—2, 26, 66, 107, 156, 187, 261, 265.

Moveable—2, 312.

Nephritis

—

Chronic Interstitial—2, 6, 11, 13, 14, 17, 22, 26, 29, 33, 34, 42, 49, 50,

51, 54, 59, 67, 77, 83, 91, 93, 96. 97, 102, 108, 112, 119, 123, 128, 130,

133, 136, 142, 146, 173, 174, 179, 189, 197, 203, 204, 214, 215, 218,

224, 227, 237, 243, 244, 252, 263, 285, 287, 290, 298, 302, 303, 309,

312, 319.

Parenchymatous, Acute—111, 228.

Chronic—39, 60, 75, 86, 88, 100, 104, 190, 217, 221, 238, 268.

Pyelitis (Calculous)—302,
Pyo-nephrosis—33,

Syphilitic Scars on—320.

Tubercle of. Miliary—15, 29, 53, 70, 110, 114, 147, 151, 154, 158, 207, 208,

229, 233, 283.

Nephro-phthisis— 120, 266.

Larynx—
Erosion of (Oxalic Acid)—101.

OEdema of—86, 321.

Papilloma of—231.

Syphilic Scarring—320.

Ulceration of. Catarrhal—210, 222, 289.

Tubercular—28, 189. 196, 290,

Typhoid—279.
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LiVEE

—

Abnormal Lobulation of—45.

Abscess of, Single—78, 230.

Multiple—5, 202, 227.

Cysts in—185.

Cloudy Swelling of—251. 267, 268, 305.

Cirrhosis of—102, 109, 116, 122, 175, 180, 204, 205, 212, 214, 219, 234, 242,

262, 263, 288, 302, 316.

Fatty—108, 129, 224, 303.

Enlarged— 115.

Fatty—3, 12, 14, 28, 29, 31, 43, 64, 67, 69, 71, 75, 92, 102, 105, 110, 112, 113,

142, 157, 158, 160, 173, 197, 211, 215, 221, 239, 240, 253. 255,256, 273,

278, 292, 308, 309, 311, 315, 322.

Gummata of—320.

Hydatid of—179.

Malignant Growth of—2, 11, 13, 26, 50, 66, 126. 156, 187, 246, 261, 277, 285,

293.

Nutmeg—19, 34, 45, 74, 77, 84, 119, 121, 136, 170, 192, 210, 223, 236, 243,

244, 272. 287, 297, 301, 314, 318, 321, 324.

Perihepatitis—4, 25, 31, 33, 41, 51, 91, 102. 136, 158, 201, 225, 234, 242. 302,

320.

Post-mortem Emphysema of—120.

Tubercle of, Miliary—4, 30, 37, 47, 53, 70, 110, 114, 147, 151, 154, 184, 206,

207, 229. 233, 282, 283, 295.

Gall Bladder-
Creamy Fluid" in—285.
Malignant Growth of—66, 293.

See also Calculus, Biliary.

Bile Ducts

—

Catarrh of-105, 219.

Dilated—237.
Obstruction of—41, 50, 237, 277, 281, 285.

Lung—
Abnormal Lobulation of—157, 309.

Abscess of—5, 18, 131, 180, 222, 230, 237.

Atelectasis 91 141 216.

Bronchiectasis—27, 43, 63, 87, 92, 103, 180, 236, 264, 270, 320.

Bronchitis—21, 42, 73, 79, 119, 182, 250, 265, 321.

Plastic or Fibrinous—45.
Bronchus, Abnormality (Supernumerary Bronchus)—34.

Calcareous—97.

Obstruction of—27, 87, 180, 236, 264, 322.

"Perforation into (Malignant Growth)—64, 322.

Eupture of Aneurysm into—264.

Carnification of— 136.

Collapse of (partial or complete)-12, 19, 20, 21, 30, 34, 36, 49, 61, 63, 74,

76. 79, 81, 88, 107, 111, 115, 117, 122, 127, 134, 137, 140, 147, 148, 151.

154, 162, 166, 179, 186, 187, 199, 200, 201, 205, 219, 220, 231, 241, 244,

245. 250, 251, 254, 260, 267, 271, 287, 289, 296, 307, 320, 326.

Emphysema—2, 3, 11, 13, 14, 17, 22, 28, 32, 42, 57, 63, 75, 91, 96, 97, 105,

119, 129, 133, 146, 147, 160, 176, 197, 204, 215, 218, 225, 231, 243, 263,

277 321

Interstitial—63, 147, 220, 270, 319.

Fibrosis of—43, 92, 103, 223, 296.

Syphilitic -320.
Gangrene of—43, 87, 178, 193, 282.

Infarction of- 34, 41, 77, 84, 210, 287, 292, 297, 314.

Septic—5, 202. 203.

Malignant Growths of—66, 126, 148, 156, 165, 180, 187, 195, 236, 261.

(Edema of—12, 13, 14, 19. 22, 24, 27, 33, 39, 42, 43, 46, 50, 57, 58, 59, 60, 67,

74, 75, 85, 86, 87, 95, 104, 105, 108, 113, 116, 121, 122, 123, 129, 130, 136,

146, 149, 155, 156, 163, 170, 204, 212, 214, 217, 218, 221, 224, 225, 227,

230, 232, 235, 238, 243, 244, 248, 253, 255, 263, 278, 280, 281, 285, 287,

297, 301, 303, 306, 314, 315, 316, 319, 320, 324.
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LiTNG

—

continued.

Pneumonia, Catarrhal—15, 16, 30, 32, 36, 43, 64, 68, 70, 76, 79, 81, 87, 111,

127, 131, 134, 140, 150, 154, 155, 159, 199, 231, 250, 251, 254, 260,

264, 267, 289, 307, 314.

Lobar—38, 69, 75, 93, 95, 130, 142, 143, 149, 187, 192, 193, 194, 212, 222,

228, 241, 253, 255, 286, 309, 312.

Hypostatic— 42, 293, 301.

Pulmouary Aneurysm—158, 311.

Arteries, Thrombosis of—11, 18, 223.

Obstruction of (pressure)—195.

Rupture of Aortic, Aneurysm into—264.

Empyema into—103, 296.

Tubercle of. Phthisis—7, 28, 29, 35, 55, 71, 90, 114, 124, 158, 160, 167, 178,

184, 185, 188, 189, 196, 226, 239, 242, 256, 273, 290, 311.

Miliary-4, 10. 15, 16, 28, 30, 37, 45, 47. 53, 62, 89, 110, 135, 145, 147,

151, 154, 168, 198, 206, 207, 208, 229, 233, 270, 282, 283, 295, 311, 324.

Obsolete—11, 50, 54, 57, 66, 87, 93, 130, 159, 179, 193, 285, 310, 322.

Lymphatic Glands—
Abdominal, Malignant Growth of—11, 13, 26, 50, 66, 107, 126, 148, 156, 187,

236, 257, 261, 265, 285.

Tubercle of— 16, 29, 47, 55, 70, 110, 151, 163, 183, 198, 207, 270, 283.

Bronchial and Tracheal, Malignant Growth of—157, 187, 236, 322.

Tubercle of-7. 9, 10, 15, 16, 23, 30, 37, 55, 58, 70, 89, 110, 124, 135, 144,

145, 151, 152, 154, 198, 206, 207, 208, 229, 233, 239, 244, 254, 256,

270, 272, 274, 282, 283, 295. 322.

Cervical, Malignant Growth of—87, 107. 126, 187, 195, 236, 265.

Tubercle of—35, 110, 144.

Mediastinal—Malignant Growth of —148, 156, 187, 236.

See also Mediastinum.
Lymphadenoma—197, 280.

Malignant Growth—
Of Abdominal Wall—281.
Of Bladder- 66.

Of Breast—293.
Of Diaphragm—165.

Of Epididymis—66.

Of Gall Bladder—66, 293.

Of Heart—66, 148, 177.

Of Intestine—26, 64, 66. 165.

Of Kidney—2. 26, 66, 107, 156, 187, 261, 265.

Of Liver—2, 11, 13, 26, 50, 66, 126, 156, 187, 246, 261, 277, 285, 293.

Of Lung-66, 126, 148, 156, 165, 180, 187, 195, 236, 261,

Lymphadenoma—197, 280.

Of Lymphatic -Glands, Abdominal— 11, 13, 26, 50, 66, 107, 126, 148, 156,

187, 236, 257, 261, 265, 285.

Bronchial and Tracheal—157, 187, 236, 322.

Cervical—87, 107, 126, 187, 195, 236, 265.

Mediastinal—148, 156, 187, 236.

Of Mediastinum—2, 87, 107, 195.

Melanotic Sarcoma—26, 66.

Of Meninges-66, 293.

Of Mesenterj'-148.
Of Muscles—66.

Of CEsophagus—64, 126, 203, 322.

Of Omentum—50, 148, 257, 285.

Of Orbit—26, 66

Of Ovary -148, 165.

Of Pancreas-66. 156, 187, 236, 277.

Of Pericardium—148, 236.



64

Malignant G-rowth—eontinued.

Of Peritoneum—11, 148, 177, 261, 281, 285.

Of Pharynx—203.
Of Pleura—50, 66, 133, U8, 187, 236, 280, 285.

Of Prostate—50.
Of Skin—66.

Of Skull—265.
Of Spinal Column—50, 66.

Of Spleen—26, m, 261.

Of Stomach—3, 11, 13, m, 146, 163, 177, 209, 246, 257, 261, 281, 285.

Of Supra-renal Capsule

—

Q&, 148.

Of Testis—66.
Of Thyroid Gland—26, 31, 66, 165.

Of Tongue—126.

Of Trachea -195.
Of Uterine Cervix—6.

Marasmus—147, 200, 209, 220, 271.

Mastoid Cells, Suppuration in —98, 147.

Measles-115, 159, 231, 254, 260.

Mediastinum—Malignant Growth in—2, 87, 107. 195.

See also Lymphatic Glands.

Melanotic Sarcoma—26, 66.

Meninges—
Abnormality of—209.

Dura Mater, Abscess under—72, 98.

Malignant Growth of—66, 293.

Ha3morrhage beneath—54.

Pia-arachnoid, Hfemorrhage into—113.

Thickening of—46, 121, 142, 210, 219, 226, 253, 255, 261, 276. 297,
316, 321.

Meningitis—
Hsemorrhagic—117,

Purulent-78, 85, 98, 99, 117, 118, 161.

Cerebro-spinal—99, 118.

Tubercular—4, 9, 15, 16, 23, 30, 37. 53, 89, 110, 145, 147, 151, 184, 198, 206,

207, 208, 229, 233, 270, 274, 282, 283, 294.

Microcephalus—245.

Nephritis—See Kidney.

Neuritis, Peripheral—75, 226.

Obesity-112, 153, 308.

(Esophagus—
Corrosion of—91, 101, 129.

Erosion of—41, 210, 232, 289.

Malignant Growth of—64, 126, 203, 322.
Obstruction of (Pressure)—66.

Eupture of Abscess into—155.

Aneurysm into—120, 173.

Varicose Veins of—212, 262, 288, 316.

Rupture of—242.
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Omentum, Malignant Growth of—50, 148, 257, 285.

See also Peritoneum.

Orbit, I/Eelanotic Growth in—26, Q&.

OVAEY

—

Abscess in—157.

Dermoid Cyst of—149.

Cysts of—91.

Malignant Growth of—148, 165.

Tumour of. Fibroid—2.

Pancreas—
Atrophy of—25, 48, 57.

Malignant Growth of—66, 156, 187, 236, 277.

Tubercle of—53.

Pemphigus Neonatorum—141.

Perforation—
Of Diaphragm—230.

Of Csicum—257.
Of Intestine in Typhoid Fever—40, 105, 191, 249, 251, 279, 284, 305, 313.

Of Oesophagus into Bronchus (Malignant)—322.

Of Stomach (Gastric Ulcer)-261.
Of Trachea—155.

Pericardium—
Adherent— 10, 22, 25, 52, 57, 100, 113, 119, 123, 136, 146, 177, 210, 234, 238,

243, 249, 273, 318.

Calcareous Deposit in—122, 123.

Hydropericardium-34, 41, 70, 75, 148, 170, 197, 228, 232, 236, 257, 261, 280,

306, 316.

Malignant Growth of—26, 148, 236.

Milk Spots on—73, 83, 95, 97, 102, 226, 244, 261, 263, 297.

Pericarditis—12. 19, 38, 58, 60, 66, 71, 87, 95, 107, 183, 217, 223, 239, 272,
286, 296.

Suppurative—122.

Tubercular— 10.

Sub-pericardial Hfemorrhages—106, 107, 181, 232, 241, 286, 292.

Peritoneum—
Abscesses (Local) in—237.

Adhesions—25, 179, 202, 234, 237.

Htemorrhage into Cavity—213, 291.

jVIalignant Growth of—11, 148, 177, 261, 281, 285.

Peritonitis

—

Acute -40, 44, .56, 153. 166, 172,191,227,249,251,257,268,279,284,
302, 305.

Chronic—320.
Local—5, 49, 105, 313.

Tubercular—10, 23, 35, 47, 114, 229.

Pertussis—32, 63.

Pharynx—
Corrosion of—91.

Malignant Growth of—203.

Ulceration of—289.

Phthisis—See Lung.

Placenta, partially Eetained—138.
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Pleura—
Adhesions—3, 8, 10, 13, 14, 19, 22, 25, 27, 29, 33. 41, 44, 45, 48, 49, 50, 51, 52,

57, 59, 60, 64, 67, 70, 73, 77, 78, 87, 96, 97, 99, 100, 102, 108, 109, 110,

119, 121, 122, 124, 126, 129, 130, 135. 136, 139, 142. 146, 147, 156, 158,

160, 166, 168, 175, 176, 177, 180, 192, 195, 202, 203, 219, 222, 223, 226,

236, 237, 239, 242, 243, 244, 246, 248, 252, 257, 262, 264, 269, 276, 281,

282, 286, 290, 295, 296, 297, 298, 301, 303, 308, 311, 315, 317, 318, 321,
322.

Calcareous—142.
Empyema—71, 72, 92, 103, 138. 140, 172, 230, 236, 296, 306, 317.

Hydro-thorax -12, 19, 33, 34, 41, 51, 74, 86, 88, 100, 111, 119, 121, 148,

170, 189, 197, 204, 219, 232, 244, 257. 268, 280. 287, 292, 297. 316.

Malignant Growth of—50, 66, 133, 148, 187, 236, 280, 285.

Pleurisy— 15, 18, 56, 64, 69, 113, 123, 1.84, 143, 149. 163, 212, 255, 259, 320.

With Effusion—2, 10, 35, 38. 43, 70, 71, 73, 75, 77, 84, 107, 110,

113, 114, 122, 141, 194, 199, 210, 211, 227, 242, 261, 285, 292, 320.

Chylous—211.
Pneumothorax—71, 90, 178.

Pyo-pneumothorax—90.

Rupture of Phthisical Cavity into—71.

Tubercle of— 9, 30, 62, 144, 147, 198, 274, 283.

Sub-pleural Hfemorrhages-22, 30, 32, 50, 70, 106. 140, 208, 231, 232, 292.

Poisoning by

—

Carbolic Acid—129.

Hydrochloric Acid—91,

Oxalic Acid—101.

Pons Varolii-<See Brain.

Pregnancy—
Fatal Vomiting—94.

Extra-uterine, Rupture—213.

Prostate -
Enlarged—3, 14, 130, 193.

Malignant Growths of—50.

Purpura, Simplex—106, 125, 169.

Pyemia-5. 72, 138, 227, 241, 269, 299, 304.

See also Endocarditis (Ulcerative) and Pylephlebitis.

Pylephlebitis, Suppurative—202,

Pyo-nephrosis—^Ste Kidney.

Rheumatic Fever (Myocarditis)—58.

Rectum—See Intestine.

Rickets—47, 62, 63, 79, 81, 82, 115, 117, 125, 134, 147, 150, 171, 271, 307.

Rupture—
Of Aneurysm into Bronchus—264.

„ (Esophagus—120, 173.

„ Trachea—27.
Retro-peritoneal—291.

Of Abscess into QEsophagus—155.

Of Cavity into Pleura—71.

Of Empyema into Lung—103, 296.

Of Extra-uterine foetation—213.

Of Vein, CEsophageal—242.
Gastric—262.
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Scalp, Suppuration of—241.

Skin—
Bullfe on—85.

Melanotic Growth on

—

66.

Septic Infarcts—202.

Sloughing of—186.

Skull—
Fractiire of—54.

Malignant Growth on—265.

Necrosis of Temporal Bone—147.

Spinal Column—
Erosion of Vertebrje (Aneurysm)—27.

Exostoses on—143. •

Malignant Growth of—50, 66.

Spleen—
Atrophy of—25. 163.

Enlarged—288,'305.

Cirrhosis -212, 219.

Lymphadenoma—197, 280.

Malaria—120.
Gumma of—320,
Infarcts of—41, 113, 121, 123, 152, 164, 170, 206, 210, 269, 296.

Lardaceous—158, 196.

Malformed—205.
Malignant Growth of—26, 66, 261.

Perisplenites—4, 17, 41, 51, 87, 91, 96, 102, 146, 158, 160, 171, 234, 239, 242

243, 262, 285, 297.

Spleniculus—78, 113, 131, 160, 199, 210, 280, 288,

Tubercle of—4, 7, 'l5, 16, 23, 30, 37, 47, 53, 62, 70, 110, 145, 147, 151, 198,

206, 207, 208, 229, 233, 274, 282, 283, 295.

Status Epilepticus—235.

Stomach—
Corrosion of—9, 101, 129.

Dilated—3, 11. 56, 146.

Hfematemesis— 41, 109, 116, 120, 160, 224, 242, 262, 288, 316, 319, 321.

Hour-glass—45.

Malignant Growth of—3, 11, 13, 66, 146, 163, 177, 209, 246, 257, 261, 281,

285.

Perforation of—261

.

Rupture of Varicose Vein in~262.
Ulcer of—1, 119, 160, 224, 244, 323.

Scar of Old—74, 163.

Styloid Process, Bare Bone—144.

SUPRA-EENAL CAPSULES-
HEemorrhage into—92, 125, 169.

Malignant Growth of—66, 148,

Syphilis—
Cirrhosis of Liver—175, 262.

Congenital—171, 200, 205, 262.

Fibrosis of Lung—320.

Gumma of Brain—175.

„ „ Heart—174.

„ ., Kidney—320.
'„ Liver-320.
„ Spleen—320.

Ulcer (Gummatous) on leg—91.

F 2
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Testis—
Melanotic Growth of —66.
Tubercle of—120.

Ondescended—60, 251, 289.

See also Hydrocele and Epididymis.

Thrombosis—See Arteries and Veins.

Thyroid Gland—
Cyst of—59.

Enlarged—65.

Malignant Growth in—26, 31, 66, 165.

Purpuric Spots in— 106.

Tubercle (Miliary) in—53, 229, 283.

Tongue—Epithelioma of—126.

Tonsil—Tubercular Ulceration of—29.

Trachea-
Calcareous Deposits in— 97.

Compression of, by Malignant Growth—195.

Maliguant Growth of—195.

Necrosis of Kings of—155.

Perforation of—155.

Eupture of Aneurysm into—27.

Stenosis of—250.

Ulceration of, Tubercular—28, 29, 189.

From Tracheotomy Tube, 81, 131.

Tracheotomy—36, 76, 79, 81, 131, 182, 199, 201, 250, 25i, 259, 260, 267, 275.

Tubercle—
Of Appendix, vermiformis—29, 159.

Of Fallopian Tubes—123.

Of Intestine, small—4. 7, 28, 29. 47, 55, 110, 147, 151, 158, 160, 167, 196,

207, 229, 233, 239, 283, 295.

Ca3Cum—35.

Large—29, 160, 229.

Rectum—29.

Of Kidney, Miliary—15, 29, 53, 70, 110, 114, 147, 151, 154, 158, 207, 208,

229, 233, 283.

Nephro-phthisis—120, 266.

Of Larynx—28, 189, 196, 290.

Of Liyer-4, 30, 37,47, 53, 70, 110, 114, 147, 151, 154, 184, 206, 207, 229,

233 282 283 295.

Of Lung,"Phthisis- 7,'28, 29, 35, 55, 71, 90, 114, 124, 158, 160, 167, 178, 184,

185, 188, 189, 196, 226, 239, 242, 256, 273, 290, 31

L

Miliary—4, 10, 15, 16, 28, 30, 37, 45, 47, 53, 62, 89, 110, 135, 145, 147,

151, 154, 168, 198, 206, 207, 208, 229, 233, 270, 282, 283, 295, 311,

324.

Obsolete—11, 50, 54, 57, 66, 87,93, 130,159, 179,193,285, 310,322,

Of Lymphatic Glands

—

See Lymphatic Glands.

Of Meninges

—

See Meningitis. .

Of Pancreas—53,

Of Pericardium—10,

Of Peritoneum—10, 23, 35, 47, 114, 229,

Of Pleura-9, 30, 62, 144, 147, 198, 274, 283,

Of Spleen—&e Spleen.

Of Testis—120.
Of Thryoid Gland—53, 229, 283.

Of Tonsil—29.
Of Trachea— 28, 29, 189.

Typhoid Fkver-20, 24, 40, 105, 191, 249, 251, 278, 284, 305, 313.
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Ureter—
Abnormality of- 273.

Dilatation of—152.

Obstruction of, due to ulceration—33,

Urethra, Stricture of—97, 176.

Uterus—
Cervix of. Malignant Growth of—6.

Body of, Endometritis—266.
Fibroid Tumours of- 1, 2, 190, 266, 312, 319.

Hydatidiform Mole—315.

Hysterectomy (vaginal)—6.

Polypus in—77, 100.

Thrombosis of Veins around—18.

Appendages of

—

Broad Ligaments, Abscesses— 153, 304.

Cysts in -153, 185.

Fallopian Tubes, Hydro-salpynx, 88, 100, 190.

Pyo-salpynx—44, 56.

Rupture of Tubal Pregnancy—213.

Tubercular Masses in—123.

Veins—
Thrombosis of—3, 18, 74.

Pylephlebitis—202, 237.
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PEEFACE TO THE SURGICAL EEPOET.

The general arrangement of the Statistical Tables is the

same as in previous jears.

Table I. comprises aU patients who left the surgical wards

during the year ; each patient appears in this Table once only ;

cases in whicli two or more injuries or diseases occurred in the

same patient are entered only under the principal disease or

injury. In the Library is kept a manuscript index in which all

injuries and diseases are entered, irrespective of the number of

patients. Thus, a patient with fracture of the base of the skull,

fracture of the clavicle, and dislocation of the elbow would be

entered in Table I. under the first heading only, but in the

nianuscript index under all three.

Table II. includes all operations upon the patients in

Table I., and also operations performed upon patients in the

gynecological and medical wards.

In the Appendices, the references to the volume and

number of the notes of each case have again been inserted,

as was done last year.

The bound volumes of notes are kept in the Library.^'
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ABSTRACT OF TABLE L,

With Average Duration of Surgical Patients in the Hospital.

{ M. 2,255 1

Discharged, Cured or Relieved < \

( F. 1,491
)
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APPENDIX TO TABLE I.

In this Appendix, reference is made only to cases in which no
operation was performed; operation cases are described separately
in the Appendix to Table II. All fatal cases and most of the
more important of the other cases are described in one or other
of these two Appendices.

GENERAL DISEASES.

Addison's Disease.

The case of a boy, aged 15, admitted with tuberculous disease of the tarsus,
who died of Addison's Disease, is described under the former heading.
(iii. 2106.)

Erysipelas. (See separate Table, p. 211.)

Grangrene.

Idiopathic.—Seven cases.

Two recovered ; one of these was a boy, aged 4, with gangrene of the penis
(iv. 2113) ; the other a woman, aged 51, who underwent amputation. (See
Appendix II). Of the remaining five, three men underwent amputation of
the leg for gangrene of the foot. (See Appendix II.)

A male infant, aged 21 months, admitted very ill with gangrene about the
external ear, but without any history, died two days later, (ii. 2315.)

A woman, aged 63, was admitted very ill with dry gangrene of the left

hand and part of the forearm of four weeks' duration. She was suffering
also from diabetes. She was very feeble, and rapidly became worse, dying ten
days after admission. At the post-mortem, the left subclavian artery and also
the radial and ulnar arteries were found completely occluded by a thrombus
( ? embolic). There was much atheroma of the arteries, but no valvular
disease of the heart, (v. 2432.)

There were also in the surgical wards two medical cases not in Table I.
;

one, a man, aged 83, with senile gangrene of the foot and senile dementia, was
transferred to an Infirmary, no operation being deemed advisable, (v. 597.)
The other was a woman, aged 22, with gangrene of both feet after typhoid
fever ; the case is described fully in Appendix II. under amputation, (ii. 2679.)

Teaumatic—All three cases were of the finger, and amputation was
performed.

There was another remarkable case of traumatic gangrene, which appears in
Table I. under talipes, and is fully described in Appendix II. under excision
of the astragalo-scaphoid joint, (i. 334, p. 174.)

I 2
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Grlanders.

A painter, aged 37, who had been under treatment for many years at various

hospitals for tertiary sypliilis, but whose work, as far as could be ascertained,

had not brought him into contact with horses, was admitted with what at

first seemed to be a simple cellulitis of the face. This had existed nine days.

The patient on admission was obviously ill ; his temperature was 100°
; besides

the cellulitis he had a slight pustular eruption about the face. He became
rapidly worse, the temperature rose to 105°, a profuse discharge of mucus from
the nostrils set in, parts of the skin of the face became gangrenous, and
several small hard tubercles appeared in various parts of the skin of the
limbs. He died on the fifth day after admission. The post-mortem showed
typical glanders, the lungs being studded with numerous characteristic

tubercles, and bacteriological examination showed the bacillus mallei,

(iv. 2991.) (The case has been fully described in the Transactions of the
Pathological Society.)

Hsemophilia.

A tailor, aged 17, was admitted with a considerable tender swelling about
the elbow and an indefinite history of liEemophilia ; the swelling, which was
thought to be inflammatory, was punctured, but only blood escaped ; bleeding
continued for several days, but the wound then healed and the patient made a
good recovery, (i. 2990.)

Hsemorrliage.

A woman, aged 35, had been in a medical ward for ascites, and had there
been tapped. She was discharged four days afterwards, but two days later

she returned very auEemic, with continuous oozing of blood from the wound.
An incision was made into the abdominal wall and some bleeding points
secured. A good recovery followed, (v. 924.)

Hydrophobia;

A bank clerk, aged 36. Forty-eight days before admission he had been
bitten on the ear by a pet dog, which had soon afterwards shown characteristic

symptoms of rabies. Two days before admission the patient began to feel

ill ; next day he began to have spasms during deglutition. After admission
he grew rapidly worse and died paralysed on the following day. A rabbit,

inoculated from his spinal cord, died on the fourteenth day, of paralytic
rabies, (i. 2885.)

LardaceoTis Disease.

There were six cases, one male, aged 21, and five females, aged 14, 17, 9, 10
and 16, admitted for sacro-iliac disease, tuberculous pyo-nephrosis, necrosis of

the femur, and hip disease (three cases) respectively. (The cases appear in

Table I. under these various headings.)

Tetanus.

Four patients, all males, were admitted.

One died.

A leather porter, aged 29. Fourteen days before admission he had run
a nail into the sole of his foot ; he was wearing boots at the time

;

eleven days later he first noticed stiffness of the neck. On admission he had
well-marked tetanus with frequent spasms and marked risus sardonicus.
Injection of tetanus antitoxin (1 to 2 grammes daily) was commenced at
once. Chloral bromide and morphia were also given. The spasms continued
for eight days, then diminished considerably ; on the eighth day a tender
swelling was noticed below one ear ; it was thought to contain pus, but an
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incision gave a negative result. The patient now became delirious and

gradually sank, dying on the tenth day after admission. The temperature,

100° on admission, rose steadily to over 104° shortly before death. The post-

mortem showed no evidence anywhere of suppuration, and bacteriological

cultures from the blood, lung, liver, kidney, and spleen were quite sterile.

(ii. 2066.)

Three patients recovered.

A coppersmith, aged 19. Twenty-five days before admission he had

received a graze on the elbow while playing football ; twelve days later,

stiffness about the neck and jaws was first noticed. On admission there was

general rigidity, with well-marked risus sardonicus and occasional attacks of

slight opisthotonos. He was treated with calomel, chloral, bromide and

injections of Tizzoni's antitoxin. The latter was given in doses of from ^ to

1} grammes, at first three times a day, then twice, and finally once a day,_and

its administration was discontinued after the seventh day. The patient,

steadily improved, and was quite well when he left the hospital on the

thirtieth day. (iv. 3012.)

A bookmaker, aged 51. There was no history of any injury, but there were

several slight abrasions on the fingers and toes, together with some soft corns.

Eight days before admission he had first noticed stiffness about the jaws ;

he had been getting gradually worse. On admission he presented typical

signs of tetanus and was unable to open his mouth more than a quarter of an

inch. He was treated by injections of 5 cc. Q gramme) of Tizzoni's antitoxin

twice daily for several days. From the third day he began to improve, and

left the hospital thirty-five days after admission, quite well. (iv. 1665.)

A labourer, aged 52, was admitted four days after having lacerated his hand

with a piece of granite. For two days he had been unable to open his mouth.

He had distinct risus sardonicus, rigidity of the abdominal and other muscles,

and occasional mild tetanic spasms. He was injected with ^ to 1 gramme of

antitoxin for three successive days. The spasms then ceased and he steadily

improved, and was quite well when he left the hospital on the twenty-ninth

day after admission, (v. 183.)

VENEEEAL DISEASES.

Among the very few patients admitted for these, there were no deaths,

TUMOURS,

Carcinoma.

Bladder.—Of nine patients admitted for carcinoma of the bladder, two

underwent no operation ; one was a man, aged 62, in whom the disease was

too extensive for treatment (v. 658) ; the other was a woman, aged 60, who
had been in the hospital nine months previously, when a small villous carcinoma

had been removed by suprapubic cystotomy ; on admission the second time

recurrence was too extensive to permit of further operation, (iii. 2498.)

Larynx.—Of three cases, two were discharged as unfit for operation ; the

third underwent tracheotomy and subsequently died in the hospital. (See

p. 196, V. 125.)

CESOPHAGUS.—Of eleven patients admitted, one underwent gastrostomy and

died ; most of the others were treated by some form of tubage ; two were in

the hospital twice ; three died.

The three fatal cases were :

—

An indiarubber worker, aged 51, had suffered for two months from

dysphagia and emaciation ; there was a stricture thirteen inches from the teeth,
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and signs of consolidation of part of one lung ; he gradually sank' and died

twenty-four days after admission, (v. 3328.)

A bookkeeper, aged 52, with symptoms of six months' duration, was admitted
in a moribund condition with a pneumothorax ; he died in three days, and the
post-mortem showed an epitheliomatous stricture three inches from the
stomach ; there were no secondary growths, (iv. 1076.)

A cellarman, aged 58, with symptoms of four months' duration, was
adhiitted very ill with pneumonia, and died on the seventh day. The post-

mortem showed the very unusual condition of three distinct deposits of

epithelioma in the oesophagus, one opposite the cricoid and the others

respectively five and seven inches below this. (v. 3027.)

Scrotum.—Of the two patients with this disease, one was a chimney sweep,
the other bad been a pitch porter for more than twenty-five years ; in the

case of the latter patient the disease was too extensive for any operation,

(iii. 570.)

TONG-UE.— Eighteen men and one woman were admitted.

One of these was in the hospital three times during the year. Five men and
one woman underwent no operation, the disease being too extensive, (i. 1988,
iii. 1747, iv. 1176, v. 885 and 1863

;
(female) v. 1226.)

A soldier, aged 86, who had been in the hospital eight years previously, and
had had the anterior half of the tongue removed at that time for epithelioma,

was readmitted and was found to be in excellent health, wath no recurrence,

(ii. 448.)

Three men, aged 56, 58 and 67, underwent local removal of the growth.
(ii. 591, iv. 2319 and 1392.)

One man, aged 59, who was admitted thrice (and who had also been
operated upon in the previous year) underwent on the first two occasions local

removal of the growth which was situated far back close to the anterior

pillar of the fauces ; on the third occasion a more extensive operation was
performed, part of the jaw being also removed, (ii. 2102, 2482, and 3014.)

The other eight patients underwent removal of half the tongue. There
were no deaths among any of the nineteen patients.

Sternum.—This was a somewhat peculiar case. A man, aged 62, was
admitted on account of a rounded soft elastic swelling springing from the
upper part of the front of the sternum. It had been growing slowly for

eight weeks. When cut into, some dark blood and soft growth were removed
;

the latter proved microscopically to be columnar-celled carcinoma, The
tumour was evidently a secondary growth, but no indication of a primary
growth could be discovered anywhere. The patient left the hospital six

weeks later in much the same state as on admission, (ii. 2669.)

Breast.—Of seventy-two patients admitted for cancer of the breast, three

underwent no operation, and left the hospital a few days after admission.

The eight patients admitted for recurrent carcimona all underwent further

operations.

Gall Bladder akd Ducts.—A woman, aged 55, had had for four years

more or less continuous pain in the region of the gall bladder ; in the last six

months it had been much worse. On admission, the abdomen was much
distended and the liver considerably enlarged. Soon after admission jaundice

and vomiting set in and the patient rapidly sank, dying on the eighteenth day.

The post-mortem showed a carcinomatous tumour of the cystic duct and
numerous calculi in the gall bladder, (i. 2088.)
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COLON^OE Sigmoid Flexuee.—Fourteen patients weie admitted; of these,

four men and two women underwent inguinal colotomy, two of the men and

one woman dying after it ; in all these cases there was more or less intestinal

obstruction before operation. (Male, ii. 1333, iii. 2693, v. 1067 and 2772
;

Female, ii. 1444, and v. 1280) ; two men and one woman underwent a simple

exploratory abdominal section, nothing further being done ; these recovered,

and soon left the hospital (Male, ii. 329 and 1683 ; Female, ii. 1618) ;
one

woman underwent exploratory abdominal section and, subsequently,

enterotomy ; she died (v. 1546). (For details of all these operation cases, see

Appendix II,)

Two men and two women underwent no operation ; of these, two men left

the hospital a few weeks after admission (iv. 418, 2021) ; the two women died.

One was a woman, aged 58, who was admitted moribund with a distended

abdomen and a history of ten days absolute constipation, four days vomiting,

and one day fgecal vomiting. No aperation would have been of the least use,

and she died a few hours after admission. The post-mortem showed a sruall

tight carcinomatous stricture of the sigmoid flexure. There was no perforation

or peritonitis, and there were no secondary growths anywhere, (ii. 1264.)

The other was a stout woman, aged 62, admitted on account of fsecal fistula,

one close to the umbilicus, the other three inches to the left of it. The history

was that about a year previously she had first noticed a lump above the

umbilicus. This was very painful and soon burst externally, discharging pus

and afterwards fiEces, fishbones, &c. The patient did not emaciate, and on

admission her general health seemed good, although she was in much local

distress from the fistulte, through which there was at first profuse discharge.

Under careful local treatment the fistulas became much smaller. Under an

ansesthetic a thorough examination was made with the finger, and a mass of

colloid carcinoma was scraped away from the central fistulous opening.

Nothing more was done, and the patient gradually sank and died three months
after admission. The post-mortem showed a comparatively small carcino-

matous growth in the transverse colon. This had perforated the colon and

set up a localised abscess between it and the abdominal wall. The abscess

had then burst through the skin in two places. There were adhesions only in

the immediate neighbourhood of the growth ; there were no secondary deposits

in the glands or viscera. Microscopically, the growth was a cylindrical

celled carcinoma, (iv. 1490.)

C^CUM.—This case was that of a man, aged 58, who had a small hard lump
in the right iliac fossa. It was believed to be malignant, but there was some

doubt about the diagnosis, a simple chronic appendicitis being also suggested.

The patient left the hospital four weeks after admission, (i. 1231.)

Oebit.—A farm labourer, aged 61, whose case is described in the Report for

1895, page 146, was readmitted with recurrence in the nose and orbit ; no

further operation was performed.

PeostAte.—A clergyman, aged 58, had had dysuria and occasional

hsematuria for three months, the latter being the first symptom. He was

admitted in great pain with cystitis and retention. Some foul urine was

drawn ofE ; he gradually sank and died on the fourteenth day. The post-

mortem showed an extensive carcinomatous growth in the prostate, with

cystitis and acute pyelo-nephritis ; the latter was the immediate cause of

death, (v, 2640.)

Rectum,—Of thirty-five patients, thirty underwent colotomy ; of these,

two died. Seven underwent excision of the rectum, and one local removal of

a small recurrent growth ; all these recovered.

Eight men and six women underwent no operation, (Male, i, 25, 526, 2692,

ii, 1205, iii. 2361 and 2381 iv 2081, v. 1050 ; Female, i. 19, 27, 526, ii, 1030

2352, (v. 659.)
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Stomach.—Two men and four women were admitted (one was in twice)
;

one man and tliree women underwent gastro-enterostomy.

A man, aged 63, was admitted very feeble and ill with dysphagia. There

was a history of his having accidentally swallowed a teaspoonfnl of carbolic

acid three months before, and the dysphagia had dated from that time ; he

himself was of opinion that his emaciation had begun long before. A bougie

was being passed to examine the oesophagus when the patient suddenly died

of syncope. The post-mortem showed a small carcinomatous growth of the

pylorus, with a large secondary mass of glands compressing and obstructing

the lower part of the oesophagus. There was no actual ulceration of the

oesophagus itself, (ii. 3152.)

A woman, aged 54, had had symptoms of carcinoma of the stomach for

seven months. On admission she was much too ill for any operation ;
she

gradually sank and died on the seventh day. The post-mortem showed
extensive deposits in the stomach and elsewhere, (v. 359.)

Uterus,—A woman, aged 45, was admitted very ill with extensive

carcinoma of the uterus. She gradually sank and died a fortnight later.

There was no post-mortem, (iv. 782.)

Sarcoma,

Arm.—A woman, aged 64, who had had a sarcomatous tumour removed
from the arm one year previously was readmitted with extensive recurrence ;

treatment by Coley's fluid was tried, but the patient soon discharged herself

from the hospital ; no improvement took place, (v, 2541,)

Back.—A woman, aged 49, with an inoperable sarcomatous tumour of the

back and axilla of eleven months' duration, was also treated by injection of

Coley's fluid ; no benefit, however, was noticeable ; the patient became
paraplegic and died seven weeks after admission, (iii. 2029.)

Four patients were admitted for sarcoma of the femur ; one of them was
treated by amputation, the others were not.

A man, aged 53, had a very large periosteal sarcoma at the upper and inner

part of the thigh ; it had existed three years and was not suited for removal.

(i. 654,)

A woman, aged 42, who had been in the hospital some months previously

for pyo-nephrosis and had undergone a successful nephrotomy, was readmitted

with a large swellinsr of the opposite femur. An incision and microscopical

examination proved it to be malignant ; it was unsuitable for operation,

(iii, 2157 ; see also p. 199, iii. 296.)

A boy, aged 18, was admitted with what was at first supposed to be tuber-

culous hip disease of three weeks' duration. He had pain in the hip and knee
;

the hip was stifE, painful and tender, and there was some ill-defined swelling

about the hip ; the thigh was flexed and abducted, the muscles wasted
;
the

temperature was normal. He was treated by rest and extension, and then

allowed to get about on crutches. Three weeks after admission he fell upon

the hip ; much increase of pain and swelling ifollowed, and it soon became

evident that the femur was fractured. Three months later a distinct swelling

appeared at the upper outer and anterior part of the thigh. This was at first

thought to be an abscess, but puncture on two separate occasions yielded only a

a little blood. It now became evident that the case was one of sarcoma of

the upper end of the femur. The swelling gradually increased, there was

much pain, the boy gradually emaciated, and finally died eight months after
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admission. The post-mortem showed a large very soft sarcoma of the upper
third of the femur, with secondary growths in the chest and abdomen. There

was some ulceration of cartilage in the hip joint, (i. 1406*.)

Steentjm.—A man, aged 43, had been ill for sis months with enlarged

glands in the neck and emaciation. He gradually got weaker and died on the

eighteenth day. The post-mortem showed a primary sarcoma of the sternum,

with secondary deposits in various glands, (iii. 3458.)

Kidney.—A woman, aged 41, was admitted with a very large renal tumour
of three months' duration. There had never been any hematuria. Puncture
gave exit only to a little blood. At consultations it was unanimously agreed

that the case was one of malignant disease, unfit for operation. She was again

in the hospital on two subsequent occasions, sis and eleven months later. On
the last occasion, she was treated with Coley's fluid, but without any benefit.

She eventually died at home, fifteen months after the tumour had been first

noticed. A post-mortem made at home showed that the disease was pyo-

nephrosis with a very thick wall. (iii. 2877*, 1219 and 1964.)

Lung.—An actor, aged 29, had had for several months vague symptoms of

indigestion, together with emaciation. On admission he was found to have
a large firm fixed irregular tumour in the upper part of the abdomen, evidently

malignant. A few days after admission he developed facial erysipelas, and
died of syncope a few hours later. The post-mortem showed a primary sarcoma
of the lung with a large mass of lumbar glands. There was also recent

peritonitis, (iii. 3463.)

A boy, aged 13, who had had his leg amputated earlier in the year for

sarcoma of the tibia, was readmitted very ill, and died within an hour. The
post-mortem showed extensive deposits of sarcoma in both lungs, (v. 2453.)

Mediastinum.—A man, aged 6(?, was admitted with a large sarcomatous
tumour of the mediastinum, rising into the neck and causing severe attacks of

dyspnoea. The symptoms had existed about four months. On the fourth day
after admission the patient was suddenly seized with intense abdominal pain
and collapse, and died four hours later. The post-mortem showed, besides the

sarcoma, a simple chronic ulcer of the antei'ior wall of the stomach near the

cardiac end of the lesser curvature. This had perforated, and thin acrid fluid

mixed with lymph was found all ever the peritoneal cavity, (v. 2503.)

Paeotid.—A woman, aged 53, was admitted with a large mass of malignant
disease in the region of the parotid ; it had been first noticed tliree months
previously. No operation was possible. The patient gradually sank and died

two months later, (v. 1453.)

NSSVTIS.

Neck.—A feeble female infant, aged thirteen months, was admitted with

a large nsevus of the neck. On account of the child's JEeeble condition no
operation was performed. It gxadually sank and died of broncho-pneumonia
sis weeks after admission, (iv. 356.)

Thyroid tumour.—A laundress, aged 64, had had all her life a large cyst

of the right lobe of the thyroid gland. About four months before admission

the tumour began to increase in size and to spread to the left side of the neck.

On admission there was a large very irregular swelling, chiefly of the left lobe

of the thyroid. There was much pain, but no dyspnoea or dysphagia. The
skin was slightly adherent, the carotid artery buried in the tumour, the pupils

unequal. Puncture led to the evacuation of a few drams of serous fluid and
some blood. No operation was advised, the tumour being obviously malignant
and irremoveable. The patient went home and died there two months later.

(i. 154.)
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MALFORMATIONS AND DEFORMITIES.

Cleft palate.

Thirteen male and eleven female patients were admitted (one was in

twice) ; of these, three males and four females underwent no operation. In
five male and five female cases the deformity was accompanied by hareh'p ; in

eight male and sis female cases there was no harelip. All the cases were
congenital.

Genu valgum.

Of nineteen cases, eleven were treated by osteoclasia, five by osteotomy, and
three underwent no operation.

Hallux valgus.

A man, aged 57, was admitted for an extreme degree of this deformity.

Chloroform had been administered on lint in the usual manner for about two
minutes, when he suddenly stopped breathing, and in spite of all efforts at

restoration, he never breathed again. The post-mortem showed extensive

fibroid phthisis and adherent pleura, (i, 2226.)

Hammer toe.

Of tv/elve cases, seven were treated by amputation, three by excision of the

head of the phalanx, and two by division of the lateral ligaments.

Harelip.

Thirteen male and nine female patients were admitted, and operations

performed upon all except one female. In nine male and four female cases

the malformation was complicated with cleft palate ; in four male and three

female cases there was no cleft palate.

Spina bifida.

Of four cases of spina bifida, two were treated by excision of the sac and
died ; a female infant, aged 7 hours, had a spina bifida as large as a hen's egg,

in the sacral region ; it had burst before admission ; this patient was not

treated by operation, and died of liydrocephalus three months after admission

(iii. 331) ; tlie fourth patient left the hospital without undergoing any
treatment.

DISEASES OF THE NERVOUS SYSTEM.

Cerebellar abscess.

A female child, aged 3^ years, who had always been delicate, but who had
never had otitis media, was admitted with the history that three weeks
previously an abscess had been opened on the right side of the occiput near the

protuberance. Three days later the child began to have fits, and for these she

was admitted to a medical ward and transferred next day to a surgical. The
child was then in an irritable semi-conscious condition with double optic neuritis,

and apparently quite blind. Temperature was rarely as high as 98°. Pulse

about 120°. In the above-mentioned region was a sinus leading to bare

occipital bone. The fits occurred once or twice a day and were general, but

affected especially the arms and hands and muscles of the back, producing
marked opithotonus. There was frequently conjugate deviation of the eyes

to the left and occasionally divergent strabismus. There was no retraction

of the head. The sinus was kept clean and it rapidly healed. The other
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symptoms persisted, and the child grew worse. Three weeks after admission
an abscess appeared under the scar. This was opened up and a small hole
found to lead into the interior of the skull. Some carious bone was cut away
and a probe passed in several directions in search of pus, but none was found.
The condition of the child did not improve in the least ; very little discharge
came away from the wound. Eight days after the operation, and thirty-one
days after admission, the child died. At the post-mortem, the right cerebellar
hemisphere was found converted into a large abscess cavity, evidently of some
weeks' duration. The drain introduced at the operation was separated from
the abscess cavity by not more than a third of an inch of brain tissue, (v. 1649.)

Meningitis.

A ship's carpenter was admitted very ill with meningitis, and died on the
following day. Three weeks previously he had received a blow on the head

;

four days later a discharge from one ear was noticed. The ear was syringed
and he returned to work. During the next fortnight the discharge lessened,
but pain in the head set in and gradually became very severe. Vomiting,
shivering and delirium then set in, and the temperature rose to 103° on
admission. The post-mortem showed general septic meningitis, the cause of
which could not be ascertained. There was no fracture of the skull, and the
meningitis was apparently not due to the disease of the ear. The latter was
of longstanding, (iv. 776.)

DISEASES OP THE EYE.

There were no deaths during the year.

DISEASES OF THE EAR.

Of fifty-nine patients admitted for otitis media, twenty -six male and sixteen

female patients underwent no operation other than the opening of a mastoid
abscess or some similar small local operation ; all of these recovered except
one ; this was a woman, aged 63, who was admitted unconscious and very ill

with meningitis ; she died on the day after admission, and the post-mortem
showed general septic meningitis, due to old suppurative disease of the middle
ear, (v. 1995.)

Seven male and nine female patients underwent trephining or erasion of

the mastoid ; of these, two male patients died. One female patient underwent
trephining of the skull for cerebral abscess, and recovered (see Appendix II.).

For other cases of ear disease not comprised in the above statistics, see

Nervous system. Polypus of ear, &c.

DISEASES OP THE LARYNX AND TRACHEA.

Two patients died.

^ A carman, aged 48, who had had dysphonia for eight months and dysphagia

one month, was admitted for recent dyspnoea, and found to have tuberculous

laryngitis and phthisis. He died rather suddenly three weeks later with
symptoms of pneumothorax. There was no post-mortem, (iv. 2703.)

A labourer, aged 87, had had dysphagia, hoarseness and pain for a fortnight J

he was found to have tuberculous laryngitis. He was treated by painting

with lactic acid (15 to 50 p.c. solution). He gradually got worse and died

two months after admission. The post-mortem showed extensive phthisis of

both lungs, (v, 2935.)
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DISEASES OF THE DUCTLESS GLANDS.

Thyroid.

Cretinism.—A male patient, aged 18, who had been in the hospital many
times during the last eight or ten years, and had been greatly improved by

thyroid treatment, was again in the hospital for a few days. His general

condition was very good. (v. 1327.)

Mtxcedema,—A woman, aged 55, who was admitted with carcinoma of the

breast, and underwent a successful operation, was the subject of well-marked

myxoedema. (iii. 2846*.)

Other thyroid cases are described under tumours (innocent and malignant).

Spleen.

The only case is described in Appendix II. (abdominal section) (iv. 585).

DISEASES OF THE CHEST.

A woman, aged 74, admitted very ill with heart disease and general dropsy,

died two days later. There was no post-mortem, (v, 2143.)

Pneumothorax.—A boy, aged 13, admitted with traumatic pneumothorax
caused by an omnibus wheel, made a good recovery, (i. 1734.)

DISEASES OF THE VASCUL&R SYSTEM.

Arteries.

Aneurism (Aortic).—A man with aortic (? innominate) aneurism was in

the hospital three times, and was much improved by ligature of the subclavian

and carotid arteries, (v. 3246*, 2368, 2691.)

The only other case of aortic aneurism was that of a woman who was in

the hospital twice and who made a good recovery after abdominal section and
the insertion of silver wire. (iii. 751, 827.)

For details of both these cases, see Appendix II.

Arterio-venous aneurism op orbit.—a clerk, aged 20, was admitted
with a pulsating tumour of the right orbit. Twelve weeks previously he had
fallen from a bicycle, striking the right temple ; he had been insensible for

two hours. Three days later he first noticed pulsation in the orbit, and two
weeks before admission the right eye became prominent. There had been no
wound or bruising after the accident. It was considered that the symptoms
were certainly due to a blood tumour of some kind, but whether in the orbit

or behind it, was not clear. The patient was treated for ten days by inter-

mittent pressure upon the carotid, but this had no effect upon the swelling.

The patient left the hospital six weeks after admission in much the same
condition as on admission, (ii. 2829.)

Popliteal aneurism.—The only case during the year was that of a
slaughterer, aged 47, who was admitted for a recent fracture of the femur.
He had been in the hospital in 1895 with a large popliteal aneurism which
had undergone spontaneous cure ; he was very ill with ura3mia at that time.

(See 1895 Report, p. 109). With the exception of the fracture, he seemed
perfectly well, and had gained several stone in weight ; there was no albumi-
nuria

; the aneurism was represented by a small ill-defined hard lump of

fibrous tissue, (ii. 1909.)



125

Raynaud's disease.

A carman, aged 28, had had syphilis eight years ago ; one year ago he first

noticed hematuria ; four months ago gangrene of the left ear began, and one
month ago the right ear became similarly affected. A considerable portion of

each ear was gangrenous, but the dead parts separated without any complica-

tion, and the patient became an out-patient after a few days. (t. 1203.)

DISEASES OF THE LYMPHATIC SYSTEM.

Spurious elephantiasis.

An Italian woman, aged 49, was admitted on account of spurious elephan-

tiasis of the legs and abdominal wall of many years' duration. These parts

were the seat of enormous swelling due to chronic oedema. When the patisnt

was sitting up, the abdomen reached nearly as far as her knees. The patient,

who was under the joint care of one of the physicians and one of the surgeons,

and was also seen by several of the former, died on the twelfth day after

admission. At first there was some suspicion that the case might be one of true

elephantiasis, but examination of the blood gave a negative result, and the

post-mortem showed simple ascites and chronic oedema due to disease of the

heart, lungs and kidneys, (v. 2411.)

DISEASES OF THE DIGESTIVE SYSTEM.

Moutli.

Cancrtjm oris.—A female child, aged IJ years, was admitted very ill with

extensive gangrene of one cheek and the lower lip of a fortnight's duration.

The child had had measles six weeks previously. No operative interference

was deemed advisable. Death occurred on the third day after admission.

The post-mortem showed septic inflammation of the lungs, (v. 1745.)

Stomatitis.—A man, aged 28, was admitted very ill with gangrenous

stomatitis. For several weeks he had been feeling ill, and for two weeks he had
had swelling of the cheek. A week before admission several teeth had been

extracted. Part of the right side of the jaw was necrosed, and the neighbouring

soft parts were in a state of very foul ulceration. He was treated with
antistreptococcus serum injected every four hours, but he died two days after

admission. The post-mortem showed a large soft spleen, infarcts in the lungs

and other signs of septicEemia. (ii, 1910.)

Tongue.

Glossitis.—There was one very remarkable case of chronic glossitis in a

boy, aged 17, the subject of congenital syphilis, (i. 1560.)

Tonsils.

Enlarged.—Most of these cases appear in the Statistical Table under

Adenoids, which co-existed.

Salivary glands.

Parotitis.—There were two cases admitted for abscess of the parotid and

submaxillary glands respectively. In three other cases, parotitis occurred as

a complication of renal calculus, and radical cure of hernia (two cases).

(Female, iii. 271 ; Male, iv. 1016, v. 697.)
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Stomach.

Dyspepsia.—The girl, aged 21, who case is recorded on p. 196 of last year's
Keport (successful suture of perforated gastric ulcer), was again in the hospital
for a few days, fifteen months after the operation. With the exception of a
little dyspepsia, she was quite well. (iv. 943.)

GrASTKlC Uloeb.—There were eight cases of gastric ulcer. Two of these
were perforating ulcers, and were treated by abdomhial section and suture of
the perforation ; one underwent exploratory laparatomy, but no evidence of
disease was found ; one was admitted for chronic intestinal obstruction, and
an exploratory abdominal section was performed. (See Appendix II,) The
other four underwent no operation.

A carrier, aged 60, was ad mitted for hsematemesis and other signs of gastric

ulcer ; he made a good recovery, (iv. 3011.)

A nurse, aged 40, was admitted with symptoms of a perforated gastric

ulcer. Twenty-one years ago she had had symptoms of gastric ulcer for two
years, and had been treated for this. Two days before admission, and four
and a half hours after taking food, she had been suddenly seized with violent

epigastric pain, followed by collapse and vomiting, then by swelling and
tenderness and rigidity of the abdomen. She Immediately went to bed, and
remained there for two days ; she was then admitted. On admission her
temperature was 103", There was evidence of local peritonitis in the upper
part of the abdomen ; this gradually subsided with rest in bed, and the patient
left the hospital on the thirty-eighth day, quite well. It was supposed that the
peritonitis was connected with the ulceration of the stomach, (i. 264.)

The other two cases appear in the Statistics under diaphragmatic hernia
and sarcoma of the mediastinum respectively. (Male, ii. 2906 and v. 2503

;

Appendix I., pp. 127 and 121).

Liver, Gall Bladder and Ducts.

Hepatic abscess.—There were six cases (one medical) ; all were treated

by operation, and four recovered. (See Appendix II.)

BiLiAKY FISTULA,—A woman, aged 57, who had undergone cholecystotomy

in 1895 (see p. 172 of the report for that year) was readmitted and underwent
a small operation for the closure of the fistula. Her general health had
improved greatly and the jaiindice had gone. The fistula was still open when
she was last seen. (iii. 1109,)

Intestines.

Hernia.—The number of patients (147) admitted for reducible hernia is

slightly greater than that of either of the two preceding years (144 and 138).

The cases of irreducible hernia (28) show a decrease in number (36 and 30) in

previous years. The number of strangulated hernias (50) is greater than in

any of the four preceding years (46, 45, 47, 41).

There were no deaths among the 175 cases of reducible and irreducible

(non-strangulated) hernia.

Among the umbilical hernias was one case of true congenital umbilical

hernia. The patient was a female infant, aged 3 weeks ;
the hernia was four

inches in diameter, and was partly reducible. The skin over it was sloughing
;

no operation was performed, and the child left the hospital in a few days.

(v. 896.)

A man, aged 61, was admitted with the history that for several years he had

had a right inguinal hernia, for which he had never worn a truss, and which

had always been easily reducible until four days previously. Since that time
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he had not been able to reduce it, and for about a week it had been rather

painful. There had been neither vomiting nor constipation. The patient on

admission did not look particularly ill. The hernial swelling was nearly as

large as a cocoanut, hard, painless, slightly red and evidently containing much
fluid. There was no impulse on coughing and the tumour was not translucent,

The swelling extended right up to the inguinal canal, and was somewhat wider

above than below ; it was dull everywhere except at its upper part. The
diagnosis between hernia and hydrocele was at first a little uncertain ; on the

day after admission, however, the swelling being smaller, and having a distinct

impulse, there was no doubt as to its hernial nature. There was still no

vomiting and the bowels had been opened once. Under chloroform, the hernia

was reduced easily and with the usual gurgle. On recovering from the

anesthesia the patient complained of abdominal pain, then rapidly became
collapsed, and died in three hours. The post-mortem showed that the whole

of the C^CUM had been badly strangiilated and was gangrenous. The fluid

in the hernial sac had consisted mainly of thin liquid fffices which had been

returned together with the hernia into the peritoneal cavity, thus setting up
fatal peritonitis. The absence of the usual symptoms of strangulation in this

case was very remarkable, (ii. 1591.)

The case of diapheagmatic hernia was also a remarkable one. A man, aged

60, was admitted profoundly collapsed and moribund, and died a few minutes

afterwards. There was a history of at least four days' frequent vomiting and
severe abdominal pain. The post-mortem showed a congenital diaphragmatic

hernia, the pyloric half of the stomach having passed up into the left pleura

through an opening two inches in diameter just to the left of the oesophageal

opening in the diaphragm. There was no evidence of strangulation. The
cardiac half of the stomach was enormously distended from chronic obstruction,

and presented a simple ulcer at the lower part of the posterior wall. This had
recently perforated and caused extravasation of the contents of the stomach
into the lesser peritoneal cavity, thus causing the acute symptoms which led

to the patient's death, (ii. 2906.)

F^CAL FISTULA.—Four female patients were admitted in this condition ;

two underwent resection of the intestine, one of these recovering ; in the

two following cases no operation was performed.

A woman, aged 6,5, who had undergone an operation for hernia outside the

hospital four weeks previously, was admitted very ill with a fiscal fistula in

the region of the wound. She gradually sank and died a fortnight later.

The post-mortem showed marked interstitial nephritis and a good deal of

peritonitis, (v. 2304.)

A woman, aged 70, was admitted with a fascal fistula in the right groin.

The history was that thirty months previously she had been operated upon at

another hospital for gangrenous femoral hernia, and the gut had been opened.

Three months later, resection of the intestine had been performed and a

Murphy's button put in. Within a month of this operation the fistula had
closed, and it remained closed until sis weeks before admission, when an
abscess formed and the fistula re-opened. Tbe button was passed per rectum
exactly two years after its insertion. On admission there was a small fistulous

opening in the groin, which did not cause much trouble. The patient refused

any further operation and was discharged with an abdominal belt. (i. 2217.)

Bktero-vesical fistula.—A woman, aged 36, was admitted with an
entero vesical fistula of two and a half years' duration ; it had occurred after an
attack of pelvic cellulitis. The symptoms were thought to be not sufficiently

severe to justify any operation, (v. 1295.)

Intestinal obstruction.—Nine patients were admitted for acute

intestinal ojjstruction. Of these, eight underwent abdominal section, one
recovering. One underwent no operation, as the patient died just as it was
about to be performed.
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This was a man, aged 58, admitted in a moribund condition with intestinal

obsti'action of three days' duration. There was no history of any previous
illness. The attack had begun very suddenly with abdominal pain, followed
by very frequent and violent vomiting and absolute constipation. On
admission his face was of a dusky livid colour, and his breathing was rapid

;

his abdomen was greatly distended, so that nothing could be felt in it. He
died an hour or two after admission, just as an exploratory abdominal section

was about to be performed. The post-mortem showed a biliary calculus,
measuring 35 by 25 mm., impacted in the jejunum fourteen feet above the
ileo-cfecal valve ; it could easily be pushed upwards (but not downwards. It

had ulcerated through the first part of the duodenum from the bile duct,

where some other small calculi were also found, (iv. 1395, and Museum
spec, No. 2030A.)

Besides the above-mentioned nine cases, there were three other cases (all

males), in which symptoms of acute obstruction complicated other conditions

;

one is described under inguinal colotomy (v. 1067), another under abdominal
section (ii. 3317), and the third under fractured pelvis (i. 3427*) ; these cases

appear in Statistical Table I. under carcinoma of the colon, cyst of the

pancreas, and fracture of the pelvis, respectively.

A case of simulating intestinal obstruction is described under abdominal
section for enteritis, (v. 2583.)

Intussusception.—Five cases were admitted ; all were females. Three

were treated by abdominal section ; one of these recovered. The other two
underwent no operation. One was a child, aged 7 months, who was admitted

very ill on the fourth day of symptoms, and who died an hour after admission

(v. 2561.) The other was a child, aged 10, who, five years previously, had

been in the hospital with acute intussusception which had been reduced by
abdominal section. She was readmitted with symptoms of chronic intussus-

ception, which were relieved by the injection of milk. (v. 2293.)

Entebitis.— Four cases were admitted ; two were trivial ones and soon

recovered ; one closely simulated mechanical obstruction, and is described

under abdominal section (v. 2853.) The fourth was that of a baker, aged 27,

who was admitted with a swelling in the left iliac fossa. He had been quite

well until one year previously, when he began to have diarrhoea, and often

passed blood per rectum. These symptoms had lasted almost continuously

ever since, but were less marked when he was carefully dieted. On admission

he was a pale, rather thin man; in the left iliac region was an elongated swelling,

apparently a thickened and inflamed sigmoid flexure ; some, however, thought

that it might be a new growth. Under an ansesthetic nothing more was made
out. The patient improved considerably under medical treatment, and left

the hospital six weeks after admission, (v. 3588*.)

Appendicitis.—There was a slight decrease in the total number of cases

(48) compared with that of the previous year (50). There were four cases in

which the acute symptoms subsided without external suppuration ; two of

these were mild cases (Male, ii. 719, iii. 2966) and recovery soon ensued.

Another was that of a girl, aged 14, who was admitted on the third day of a

first attack, which had begun acutely with violent abdominal pain and
vomiting. On admission the abdomen was distended, tense and tender.

Leeches were applied ; the abdominal swelling gradually subsided, and the

patient got quite well without any operation, (i. 2009.)

The fourth was a very similar case, but an exploratory abdominal section was

performed ; no collection of pus was found and nothing was removed (see

Appendix II., Female i. 1620) ; an excellent recovery followed.

There was also three other cases of possible appendicitis, which appear in

the Statistics under the head of pelvic abscess (Female ii. 1852), rupture of

rectus abdominis (Male v. 291), and abdominal pain (Male iii. 933) respectively
;
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all these cases recovered, and there was never any definite evidence of their
being cases of appendicitis at all.

Seventeen were chronic eelapsing cases without external suppuration.
Of these, thirteen (Male i. 1364, 2216, 2262, iii. 1431A, iv. 1175, 1965, v. 890,
3244

;
Female i. 2335, ii. 408, 1772, iv. 1878, v. 1078) were treated by removal

of the appendix in a quiet interval ; all recovered. The other four recovered
without any operation

; a man, aged 20, after a third attack, refused operation
(v. 1202) ; a boy, aged 10, who had already had the appendix removed, was
readmitted with fresh pain in the iliac fossa and vomiting, but soon recovered
(iv. 3179) ; the other two were very mild cases (Male i. 523, 2701). Another
doubtful case (in the Statistics under carcinoma of csecum) may perhaps
have been a case of appendicitis (Male i, 1231). All recovered.

There were twenty-three ACUTE cases accompanied by suppuration
; of

these, one underwent no operation and died soon after admission ; this was a
boy, aged 7, with acute symptoms of four days' duration. The abdomen was
tender and distended, and the case was thought at first to be one of tuberculous
peritonitis ; the child was very ill on admission and rapidly sank, dying on
following day. The post-mortem showed about half a pint of pus diffused all
over the abdomen ; the appendix was perforated near its tip. (iii. 1478.)

The remaining twenty-two were all submitted to operation of one kind or
another, and nine of them died.

Nine were treated by free incision into the general peritoneal cavity.

In two of these cases the appendix was removed and the abdomen washed
out and drained ; one of these patients recovered (Male v. 3577*), one died
(Male iii. 1628).

In five other cases the abdomen was similarly washed out and drained, but
no search was made for the appendix ; all these cases died. (Male i. 674, iii.

761, 2113, V. 458 ; Female iv. 452.)

In one case there was no irrigation ; this patient died (Male v. 8545) ; the
eiglith case was treated by local sponging without irrigation, and recovered.
(Male i. 2696.)

Thirteen cases (Male i. 2379, ii. 144, 2224, 3116, iv. 3553, v. 3039 ; Female
i. 2642, ii. 259, 2895*, iv. 667, v. 169, 1426, 1558) were treated by limited
incision through adhesions into the abscess cavity, no attempt being made to
remove the appendix ; of these, only two died (Male ii. 144, 3116), but in
both these cases it was found that the operation had not been limited to the
abscess cavity, but that the general peritoneal cavity had also been opened

;

in both these cases the abscess cavity had been washed out.

The details of these twenty-three cases, many of which were extremely ill

at the time of operation, will be found in Appendix II. (p. 224).

There were four cases of chbonic appendicitis with abscess.

Two were treated by free incision, removal of the appendix and removal of

the pus by local sponging without washing out (Female v. 2011 ; Male iv. 1719) ;

one man was treated by limited incision through adhesions and recovered,

(iv. 1762) ; the fourth case was a trivial one of a man who had a small sinus

connected with an abscess of the appendix that had previously been opened
by direct incision ; he refused any further treatment, (i. 3211.)

There was also one case of a girl (in Statistics under acute intestinal

obstruction, g'.v.) in which the obstruction was caused by old appendicitis,

(iii. 120.)

K
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DISEASES OF THE GENITO-URINAEY ORGANS.

Bladder,

Calculus.—Eleven patients were admitted ; five were treated by lithotrity,

with one death ; five by supra-pubic lithotomy, with one death ; the eleventh

patient was a man, aged 41, with symptoms pointing to calculus, but none
could be found, and no operation was performed, (iv. 3725*.)

Eenal Fistula.—A woman, aged 53, was admitted with a fistula in the

loin. A stone had been removed from the kidney ten years previously
;
quite

recently the wound had reopened and discharged a little urine. JSTo further

operation was performed, (i. 804.)

Old Supea-pubic Cystotomy.—The cook, aged 31, from whose bladder a

villous growth had been removed a year ago, and whose case is described on
p. 185 of last year's report, was readmitted ; she had continued to have pain
in the side ever since the operation. She was examined with the cystoscope

and only a healthy scar was found, (iii. 856.)

The brickmaker, aged 47, who had undergone supra-pubic cystotomy for

cystitis and enlarged prostate at the early part of the year, and whose case is

described on page 205, was readmitted four months later with cystitis and a

fistulous opening into the bladder ; the bladder was washed out and the fistula

soon healed, (ii. 1368.)

Kidney.

Old Nepheectomy.—A woman, aged 25, who had undergone nephrectomy
in 1892 for renal calculus, was readmitted ; the sinus resulting from the

operation had never healed. She remained four months in the hospital and
underwent two scraping operations ; the sinus then healed, but it broke open
again soon after she left the hospital, (iii. 2512*.)

Old Nepheoeeaphy.—A schoolmistress, aged 35, who had undergone
double nephrorraphy at another hospital a year previously for supposed
moveable kidney, was readmitted with pain in the loin. No further operation

was advised, but she was relieved by an abdominal belt. (v. 2918*.)

Prostate.

Seventeen patients were admitted for enlargement of the prostate ; fourteen

underwent no operation other than catheterisation ; two underwent supra-

pubic cystotomy and recovered from it ; one was treated by excision of part

of each vas deferens and died. (See Appendix II.)

Urethra.

Steictuee.—Of thirty patients admitted, three were treated by external

and nine by internal urethrotomy, and the remainder by catheterisation ; the

only death occurred among the latter ; the patient was a man, aged 63,

admitted very ill with an urinary fistula and stricture of many years' duration
;

he developed a large pelvic abscess, gradually became weaker, and finally died

of exhaustion and suppuration on the thirty-second day after admission.

There was no post-mortem, (i. 3699*).

(See also other cases of stricture under the next heading.)

Urine and Urination.

EXTEAVASATION.—Four cases were admitted ; in three the condition was
due to stricture ; all these died ; the fourth was a curious case of a boy, aged

3, admitted for paraphimosis and extravasation of urine ; he was treated by
circumcision and incisions into the scrotum, and recovered (described in

Appendix II. under circumcision).
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The three who died were:

A labourer, aged 53, admitted in a moribund condition with extravasation
and cystitis due to stricture. A catheter could be passed. He died on tlie day
after admission, and the post-mortem showed acute pyelo-nephritis. (i. 1887.)

A man, aged 57, admitted very ill with a stricture of long standing and
extravasation of four days' duration. Incisions were made, but he died two
days later. The post-mortem showed dilatation of the bulb and the u.sual

appearances of extravasation. The kidneys were not dilated, (ii. 2395.)

A broker, aged 64, with a stricture of many years' duration, was admitted
with extravasation of urine and gangrene of the scrotum. Incisions were at
once made into the swollen area, but the patient gradually sank and died
thirty-five days later. The post-mortem showed pelvic cellulitis, abscess of

the prostate, cystitis and suppurative pyelo-nephritis. (v. 2781.)

Vulva and Vagina.

NosiA VuLV^.—A female child, aged 15 months, was admitted very ill

and died two days later. The disease had been in progress for three weeks.
There was no post-mortem, (ii. 673.)

DISEASES OF THE OEGANS OF LOCOMOTION.

Bone.

Caeies.—Among thirty-nine patients admitted for caries of the spine,

there were two deaths.

A boy, aged 11, who had been in the hospital many times before with
tubercle in various parts of the body, including the spine, and who had
formerly undergone amputation of the thigh for disease of the knee, was
readmitted with tuberculous meningitis, and died three weeks later, (v. 3178.)

A girl, aged 3, was admitted very ill with extensive caries of the dorsal

spine and tuberculous meningitis, and died a week later, (iv. 306.)

The post-mortem in both these cases showed wide-spread dissemination of

tubercle.

Necrosis.—There were four deaths among tifty-two patients ; one was after

sequestrotomy for necrosis of the femur (see Appendix II.) ; the other cases

were :

A boy, aged 5, who four days before admission fell and bruised his leg
;

there was no wound. Next day he seemed ill, but nothing very definite could
be made out. On admission he was moribund, the thigh was greatly swollen,
and death occurred in a few hours. The post-mortem showed necrosis of the
whole shaft of the femur, with suppuration among the muscles of the thigh
and the usual signs of very acute septictemia, (ii. 1180.)

A schoolboy, aged 12, was admitted very ill with acute necrosis of the
TIBIA following a kick nine days previously. For three days he had
complained of pain, and rigors had occurred. Injections of anti-streptococcus

serum were given and an incision was made down to the bone, letting out
some pus. The boy died two days after admission, and the post-mortem showed
pericarditis and other signs of acute septic poisoning, (i. 746.)

K 2
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Another schoolboy, aged 12, was admitted very ill with acute necrosis of the

TIBIA of four days' duration. In spite of incisions down to the bone, he got

rapidly worse, developed sj^mptoms of septicEemia, and died on the fifth day
after admission. The post-mortem showed numerous infarcts in the lungs and
other signs of septicEemia. (iv. 2798.)

Leontiasis Ossea.—A brushmaker, aged 19, was in the hospital twice

during the year, on account of well-marked leontiasis ossea. For four years

he had noticed increasing swelling of the bones of the face, on either side of

the nose. For two years there had been some noticeable obstruction of the

nostrils. On admission both superior mazillEe were found to be symmetrically
much enlarged and smooth. The skin oa either side of the bridge of the nose

was raised to the level of the latter. The bony growth extended also upwards
into the orbit, and downwards to the hard palate, and the nostrils were almost
completely occluded. No treatment was advised, (ii. 3808* and 1280.)

Hypertkophic Pulmonary Osteo-aethropathy.—The case of the girl,

aged 10, fully described in last year's report, page 121, was again in the

hospital for a few weeks ; her condition was practically unaltered, (v, 24.)

Joints.

Tuberculous Disease.-—Of seventeen patients admitted for tuberculous

disease of the elbow, four underwent excision, one erasion, and one
amputation ; the rest were treated without operation.

Of fifty-one patients admitted for tuberculous disease of the HIP, two only

were submitted to excision ; one of these died. (See Appendix II.)

There were two other fatal cases.

A woman, aged 28, who had suffered from hip disease in early childhood,

and upon whom infratrochanteric osteotomy for ankylosis had been performed
eight years before admission, was admitted with a large residual abscess.

This was opened, and on several subsequent occasions counter openings were
made. Suppuration, however, continued, severe hsemorrhage occurred on two
occasions, and the patient died of exhaustion five months after admission.

The post-mortem showed pulmonary phthisis and perforation of the aceta-

bulum, (ii. 787.)

A girl, aged 19, had had pain in the right groin following " typhoid fever
"

twenty months before admission ; eight months later an abscess, supposed to

be connected with the appendix, had been opened at another hospital. A sinus

had existed ever since. On admission the patient was very thin and ill
;

there was a sinus just above Poupart's ligament. This was opened up and
scraped, and found to pass down behind the femoral vessels to the inner side

of the thigh where a counter opening was made. It was believed that there

was disease of the hip. A fortnight after the operation there was a discharge

of fasces through the wound. Six weeks later symptoms of meningitis set in

and thirteen days after this the patient died. There was no post-mortem , so

the exact nature of the case was never very clearly ascertained, (iii. 1093.)

Of forty-seven patients with tuberculous disease of the KNEE, three were
treated by amputation, six by excision, four by erasion, one by trephining the
head of the tibia, and thirty-three without operation ; the only death was one
after erasion iq.v.').

Of three cases of tiiberculous disease of the shoulder, one was treated by
excision.

Of fifteen cases of tuberculous disease of the tarsus, three were treated by
amputation, seven by erasion, and five without operation. There was one
death, after erasion (c[.v.').

Of five cases of tuberculous disease of the wrist, one was treated by erasion.
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Stjppueative Aetbeitis.—A male infant, aged 7 months, -was admitted
very ill with acute suppuration of eight days' duration in the knee, elbow
and ANKLE. All three joints were opened and the pus washed out with a 1 in

1,000 biniodide of mercury lotion. The child got quite well and left the
hospital eleven days after admission, (v. 2313b.)

DISEASES OF BUES-^, FASCIA AND TENDONS.

The only death was alter a removal of a compound palmar ganglion. (See
Appendix II.)

DISEASES OF THE CELLULAR TISSUE.

There were no deaths.

The only cases that seem worthy of special notice were the following :

—

A boy, aged li, was admitted with a large rounded tender swelling in the

buttock ; it had been noticed for ten days. It was punctured three times,

first with an exploring needle and then twice with a large aspirator, but
nothing came away but a little blood. The tumour was then believed to be
sarcomatous, but some doubt being still felt as to its nature, an incision was
made through the gluteus maximus and a cavity opened which contained
several ounces of pus mixed with old blood clot and shreds of muscle. It

was clearly a suppurating htematoma, and it was evident that the loose shreds

of muscle must have blocked the cannula used in the aspiration. The boy
made a speedy recovery, (ii. 1859.)

A girl, aged 5, was admitted with an iliac abscess, which was opened by the
house surgeon by an incision above Poupart's ligament. A counter opening
was also made in the loin, and a drainage tube was about to be inserted when
the patient coughed and a coil of small intestine appeared in the wound ; the
peritoneum had been accidentally opened. The intestine was replaced, the
peritoneal wound closed, and the patient made an uninterrupted recovery,

(ii. 2848*.)

DISEASES OF THE CUTANEOUS SYSTEM-

There was one death, from puepuea h^moeehagica.

A boy, aged 3, was admitted for epistaxis and purpuric spots all over the
body. The spots had been first noticed seven days previously, and epistaxis

had begun two days later. On admission the child was much blanched. The
spots gi-adually faded, but the epistaxis recurred, dyspnoea set in, and the child

died on the thirteenth day after admission ; there was no post-mortem,
(iv. 1040.)

BURNS AND SCALDS.

Thirty patients were admitted for buens ; of these, six died.

In the case of eight female and seven male patients (chiefly young children),

the burn was produced by the clothes catching fii-e ; of these, four boys and
two girls died ; four of these died within twenty-four hours, the other two
living two and six days respectively.

In the case of two adult women, one man and one boy (who sat down on
some carbolic acid), the burns were caused by chemicals and were not severe ;

all recovered.
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Two female children, one woman and one man had fallen into the fire (the
last two were epileptics) ; all recovered.

Two youths were burnt by gas explosions (one of these was looking for a
gas leak with a lighted candle !) ; a man was burnt by flame from a
furnace ; all these recovered.

In the cases of three male and one female patients, the causes were miscel
laneous or not stated ; none of these died

.

Of thirteen male and seventeen female patients admitted for SCALDS, three
died ; a male infant, aged 20 months, fell into a bath and died in a few hours.

(v. 3536.) ; a female infant, aged 2, fell into a bucket of boiling water and
died in nine hours (iii. 1394) ; a female infant, aged 2^ years, upset some
boiling water and died next day (v. 951) ; of the remaining thirty, twelve
were scalded by upsetting tea or other hot drink, eight by upsetting hot water,
one by spilling fat from a frying pan, four by falling into hot water, one by
drinking from the spout of a kettle, while in four the cause was unknown or

not stated.

INJUEIES OF THE HEAD.

Wounds.

Gunshot.— Five patients were admitted ; all recovered.

A boy, aged 16, with a bullet wound of the face ; no attempt was made to

extract the bullet, (iii. 739.)

A waiter, aged 17, was admitted with a suicidal bullet wound of the audi-

tory meatus. The membrane was destroyed and the facial nerve completely
paralysed. The bullet was neither seen nor felt, and no attempt was made to

extract it. The patient made a good recovery, having never had any serious

symptoms other than the facial paralysis, which was still present when he left

the hospital sixteen days after admission, (v. 2652.)

A lunatic, aged 18, fired a bullet into the middle of his hard palate ; there

was no evidence as to the exact situation of the bullet, and no attempt was
made to extract it ; the patient made a good recovery, (ii. 2907.)

A man, aged 37, shot himself through the palate with a revolver ; the left

eye soon became prominent, then blind and inflamed ; on the eleventh day
the eyeball was removed ; the patient developed some optic neuritis in the

right eye, but otherwise made a good recovery ; no attempt was made to

extract the bullet, (iii. 242i.)

An engineer, aged 37, was admitted with a recent suicidal revolver wound
of the soft palate. Two years previously he had been operated upon at

another hospital for varicocele, and the testis had to be removed shortly after-

wards. On admission he had lost much blood, but was quite conscious. On
the right side, at the junction of the hard and soft palate, was a ragged bullet

wound ; there were no other localising symptoms. On the following day
search for the bullet was made through the wound and also through an incision

in the neck behind the angle of the jaw ; no bullet was found ;
the external

wound healed quickly. Eight days after admission, examination of the larynx

showed complete paralysis of the right vocal cord and anfesthesia of the right

side of the larynx. The patient made a good recovery, but the paralysis of the

larynx remained. The temperature, never above 100°, was normal after the

first week. (v. 1674.)
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Foreign body in Clieek.

A man, aged 25, came to the hospital with a small sinus in the middle of

one cheek ; he said he had received a blow in that region a few days previously,

but had not paid much attention to it ; a probe passed tinto tlae sinus struck

something hard, which was thought at first to be bare bone ; an incision led to

the extraction of about an inch of clay tobacco pipe, which was imbedded in

the soft tissues of the cheek ; there was no clear history of how it got there.

(i. 1899.)

Traumatic Hemiplegia.

A girl, aged 7, fell from a cart, but was apparently not hurt, as she

continued to play as usual ; there was no unconsciousness and no sign of injury

to the head. On the following day she vomited, then had a convulsion and
became unconscious, remaining so for the nest three days. On the fourteenth

day after the accident she came to the hospital and was admitted. She was
then almost completely aphasic, and had complete paralysis of the right arm
and leg with some rigidity. She steadily improved, and left the hospital on
the eighty-fifth day after admission. She could then talk fairly well ; the

rigidity and paralysis were much less. The mental condition was not bright.

(i. 1469.)

Cononssion of the Brain.

Fifty-six patients were admitted for simple concussion ; all recovered.

Fractures.

Base of Skull.—Of twenty-nine patients admitted, only one was a female.

Fourteen died.

A man, aged 50, fell twenty feet on to some concrete ; he never regained
consciousness and died in eighteen hours ; he had also fractures of ribs, radius,

ulna, tibia and fibula, (i. 2366.)

A man, aged 41, was found unconscious in a yard ; he was supposed to have
fallen from a wall. He never regained consciousness ; the temperature rose

rapidly to 104°, and he died a few hours after admission. The post-mortem
showed fracture of the base of the skull and laceration of the frontal and
occipital lobes, (i. 2374.)

A grocer, aged 42, fell and struck the back of his head against the kerbstone.

He never regained consciousness, and died on the third day. The temperature
before death was 106°. At the post-mortem, a fracture was found running
from the occipital protuberance forwards across the petrous bone to the middle
lacerated foramen. The brain was much lacerated, (i. 1063.)

A boy, aged 16, fell forty feet on. to his head and died a few hours later.

The anterior fossa of the skull was extensively fractured and the brain
lacerated. There were also fractures of the ribs and laceration of the lung.

(ii. 522.)

A man, aged 88, while drunk, had fallen out of a cab on to his head. On
admission he had two small scalp wounds on the back of his head. No
fracture of base or vault could be detected. The patient was at first somewhat
drowsy, but on the third day restlessness and delirium set in, his temperature
began to rise, and he died two days later. The post-mortem showed septic

basal meningitis and a linear fracture of the posterior fossa, (iii. 3477.)

A man, aged 40, was knocked down by a van, admitted unconscious, and died

in four hours. The post-mortem showed an extensive fracture of the middle
fossa of the skull and a large extradural haemorrhage compressing chiefly the
frontal lobe ; the brain was not lacerated, (iii. 2960.)
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A mailcart driver, aged 57, was said to have fallen down some stone steps
;

he was admitted unconscious and bleeding from one ear ; he never regained
consciousness, and died on the eighth day. The post-mortem showed an
extensive fracture of the middle and posterior fossa and much laceration of

the brain, (iii. 2304.)

An ostler, aged 21, was thrown out of a dogcart on to his head and brought
to the hospital insensible. He gradually developed symptoms of meningitis
and died on the eleventh day . At the post-mortem, an extensive fracture of

the anterior and middle fossa was found crossing the sphenoidal and ethmoidal
sinuses, whence the infection had started. There was some superficial lacera-

tion of the brain and extensive suppurative meningitis, (iv. 223.)

A man, aged 50, who had been a heavy drinker, was admitted in a very
violent condition and supposed to be suffering from delirium tremens. A few
hours previously he had fallen down some steps and struck the back of his

head. There was no facial paralysis, no bleeding from the ear, nor any other
definite sign of fractured base. For the first ten days he was very irritable

and restless ; he then became more and more drowsy, and finally died on the
sixteenth day after admission. The post-mortem showed a fissured fracture of

the right posterior fossa and much laceration of the left temporo-sphenoidal
and frontal lobes, (iv. 2474.)

A labourer, aged 51, had been struck on the forehead by a piece of grind-
stone. There was a lacerated wound exposing a fissured fracture of the frontal

bone. He quickly became very restless, and his temperature rose to 103°. He
died on the second day after the accident. The post-mortem showed an
extensive fracture of the anterior part of the base of the skull extending into
the orbital and nasal cavities. The brain was much lacerated, the ventricles

even having been opened, (iv, 598,)

A cabinet maker, aged 82, was knocked down by an omnibus and died on
the tenth day ; the post-mortem showed an extensive fracture of the orbit,

temporal region and base of the skull, (v, 2833.)

The three other fatal cases are described under trephining (Male ii. 2394,
and iii. 753), and tracheotomy (Male iii. 562).

Among the fifteen cases that recovered, were the following :

—

A labourer, aged 47, fell seven feet on to his head, was slightly concussed,
had hfemorrhage from one ear, and became completely deaf. Next day facial

paralysis set in on the same side. The patient made a good recovery, and the
facial nerve to a certain extent recovered its function. The deafness remained,
(iv. 3359,)

A paper maker, aged 41, fell down a flight of stone steps and was concussed
for about an hour. There was profuse bleeding from one ear for two or
three days. On the day after admission he became very drowsy and his

temperature rose to 102°
; then headache and aphasia occurred together with

optic neuritis in one eye. The symptoms gradually subsided, and the patient
left the hospital on the eighteenth day after the accident, apparently nearly
well, (ii, 3812*,)

Vault of Skull,—Of eight patients admitted with simple practukes,
four died,

A man, aged 75, was knocked down ; he never regained consciousness, and
died on the second day. The post-mortem showed an extensive transverse
fracture of the vault ; there was no depression of the bone, but much laceration

of the brain and much intradural haemorrhage, (ii. 1744.)

A shop assistant, aged 18, was thrown on to his head, and was admitted
unconscious with a small wound above and behind the left ear. Gradually he
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developed retraction of the head, restlessness and other signs of meningitis,

and died on the sixth day. The post-mortem showed an extensive fracture of

the vault and base and much heemorrhage both inside and outside the dura
mater. The hsemorrhage was almost entirely on the right side ; there was also

much laceration of the brain and recent meningitis limited also to the right

side. (ii. 142.)

A professional swimmer, aged 24, dived into shallow water and, turning
over in the descent, struck the back of his head against the tiles at the bottom.
He complained only of feeling a little sick, and was able to walk home and
have some tea. About two hours after the accident, he had a general convul-

sion, and half-an-hour later became unconscious. Five hours after the accident

he was brought to the hospital ; he was then completely comatose with alter-

nating twitching with rigidity and flaccidity of his limbs. The left pupil was
pinpoint, the right dilated. Three hours later he suddenly improved, and a
small hsematoma appeared just above the right ear. There was then slight left

facial paralysis. The knee jerks, at first absent, were now exaggerated. When
seen shortly afterwards by the surgeon, it was decided that no operation would
benefit him as his condition was very bad and the localising signs were not
sufficiently pronounced. The patient never regained consciousness, and died
fifteen hours after the accident. The post-mortem showed a fissured fracture of

the right parietal bone just behind the coronal suture. There was a large

extradural hasmorrhage some four inches in diameter beneath the fracture, and
also some small heemorrhages in the pons and about the upper part of the
spinal cord. (v. 2157.)

The fourth case is described under trephining. (Female iii. 1624.)

Four patients recovered.

One is described under trephining. (Male iii. 1778.)

Two were cases of simple fissured fracture that recovered without trephining!

and the fourth was a female infant, aged 20 months, who fell from her father's

arms on to the pavement. There was a simple depressed fracture of the frontal

bone. There were no symptoms, no operation was performed, and the child

made an excellent and rapid recovery, (iii. 761.)

Compound Feactuee op Skull without depeession.—Of nine

patients admitted, eight underwent no operation and all recovered. (Male ii.

3813*, 310, iii. 3192, 3339, iv. 2138, 3200 ; Female i. 533, iv. 2084.)

The ninth case was trephined, and died. (ii. 1435.)

Compound Feactuee with depeession.—Nine patients were admitted.

Six underwent trephining or elevation of bone ; of these, one died.

Three recovered without operation.

A boy, aged 14, with a compound depressed fracture over the frontal sinus,

never had a bad symptom, (i. 3418.)

A boy, aged 15, upon whose head a hammer had fallen from a height of

thirty feet ; he walked to the hospital and made an excellent recovery ; the

frontal bone was very slightly depressed at the seat of injury, (iii. 2948.)

A boy, aged 15, who had been knocked down by the tailboard of a van,

had slight depression, apparently of the outer table only ; he never had a bad
symptom, (iv. 2121.)

Meningeal hsemorrliage.

Two were comparatively slight cases, and recovered without operation.

(Male V. 446 ; Female v. 1659.)

A man was trephined, and died. (i. 1219.)
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A woman, aged 71, fell and struck her head and was unconscious for a few
moments. She then became drowsy and ill. When admitted she was just

able to walk ; there was no paralysis and no definite sign of injury. Coma
gradually supervened, and she died three days after admission. The post-

mortem showed a thin layer of blood in the subdural space over the whole of

the right cerebral hemisphere. The hemorrhage had apparently come from
some large meningeal veins, (ii. 1271.)

INJURIES OF THE ABDOMEN.

Rupture of liver.

There was one case, which appears in the Statistics under fracture of the
spine, which was the chief cause of death, (i. 878.)

Rupture of kidney.

A carman, aged 35, was admitted in a dazed and collapsed condition ; he
had been thrown on to the edge of a box, striking his loiu. For the first

twenty-four hours he had very profuse hsematuria ; then restlessness and
delirium set in (the latter supposed to be delirium tremens as the patient
drank much). On the ninth day after admission, an incision was made down
to the left kidney from the loin, and half a pint of urinous pus was let out

;

no lesion of kidney or ureter was actually seen. The patient made a slow
recovery. The delirium lasted altogether about six weeks. The patient
eventually left the hospital on the seventy-sixth day after admission; the
lumbar wound was then almost closed. The hsematuria had ceased on the
second day after admission, (iii, 1916.)

He was readmitted three months later. (See Nephrotomy, iii. 2975.)

Rupture of spleen.

A mail cart driver, aged 55, was thrown from his cart, a wheel then passing-

over his chest. Numerous ribs were broken and there was much collapse and
severe dyspnoea ; the latter rapidly increased until the third day, when the
patient died. At the post-mortem, the spleen was found to be much lacerated
at the upper and back part. The second and the tenth ribs on the left side

were broken, and there was much blood in the abdomen and left pleura, (iv. 13.)

Rupture of intestines.

A general dealer, aged 68, was run over by a van ; he walked to the hospital.

On admission he was not much collapsed ; the lower part of the abdomen was
tender, but not distended ; there was an old irreducible inguinalhernia. In the
first twelve hours he was sick occasionally, then the abdomen became distended,

and more tender and complete constipation set in. The diagnosis made was
injury to the intestine ; after a consultation, it was thought best to explore
the hernia, as there seemed just a possibility that this might be in some way
connected with the symptoms. An incision was therefore made into the sac

and a quantity of ftecal matter came out, evidently from the general peritoneal

cavity. The abdomen was drained. The patient died an hour later. The
post-mortem showed a rent half an inch long in the small intestine, six inches
above the ileo-C£ecal valve, (iii. 542.)

A boy, aged 4, was run over by an empty brewer's dray, the wheel passing
over the lower part of the abdomen. He was brought at once to the hospital

;

he was then much collapsed, and complained of pain about the region of the
pelvis. The abdomen was not distended and moved well with respiration ; it

was somewhat tender. Restlessness quickly set in, the temperature rose
rapidly

; a few hours later the abdomen began to swell, delirium set in, and
the boy died thirteen hours after admission. The post-mortem showed an



139

extensive fracture of the ilium. The ileum at a point ten inches above the
ileo-c«cal valve presented on its posterior surface a transverse rent involving
one-third of the circumference. There was some local extravasation of

intestinal contents ; the intestines were empty ; the injured portion lay just

in front of the fifth lumbar vertebra, and had evidently been nipped between
this and the wheel, (iii. 2961.)

INJUKIES OP THE THORAX.

Wounds.

Punctured, of Pericardium.—A boy, aged 14, while playing, was struck

with a pocket knife over the apex of the heart. He was admitted greatly
collapsed, but quickly recovered, and left the hospital three weeks later quite

well. There were no abnormal physical signs, no dulness, no displacement of

heart's apex. (iv. 2.S16.)

Punctured, op Pleura and ? Heart.—A man, aged 20, was admitted
with a recent wound caused by a stab from a knife. The wound had been
plugged by a doctor immediately after the infliction of the injury. The
patient on admission was much collapsed, his face was dusky and his lips

blue ; he had considerable dyspnoea. Just inside the left nipple was a wound
an inch and a half long. When the plugging was removed for a moment, air

rushed into the chest. The wound was sutured and the patient made a rapid

recovery. Four days after admission there were signs of blood in the left

pleura, but this was soon absorbed, (iii. 1809a.)

Fracture of ribs.

With injury to Lung.—Seven cases were admitted ; five of these made
good recoveries.

Two died.

A man, aged 56, who had been knocked down by a cart, was admitted with
severe injuries to the lungs and fracture of numerous ribs ; he died three days

after admission ; the post-mortem showed nothing more. (ii. 1596.)

A painter, aged 62, was crushed by a waggon. He was admitted with

fracture of the second and third ribs on both sides and much surgical

emphysema. He did fairly well for twelve days, then became suddenly

collapsed and died. The post-mortem showed oedema of both lungs ; one of

them was much collapsed, and there was considerable effusion into the

corresponding pleura, (ii. 2254.)

There was also three other cases, all fatal, in which injuries to the ribs and
lungs co-existed with other injuries. These are classified under Compound
fracture of skull, Fractured base, and Rupture of spleen. (Male i. 3575,

ii. 522, iv. 13.)

Without injuet to Lung.—Sixteen cases were admitted ; two of these

were complicated with dislocation of the sternal end of the clavicle. (Male ii.

1110, and V. 642) and two with fractnre of the clavicle (Male i. 311, ii. 3802*.)

Fifteen recovered.

One died ; he was a man, aged 77, knocked down by a van ; he had also

dislocation upwards of the sternal end of the clavicle ; he died in two days,

and the post-mortem showed also old disease of the kidneys, (ii. 1110.)

There were also three other cases, classified under Fracture of base, Compound
fracture of skull, and Fracture of scapula. The first of these was fatal.

(Male i. 2366.)
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Fracture of sternum.

There were two cases, both fatal, in which this injury co-existed with other

extensive injuries ; they are classified and described under Fracture of spine.

(Male ii. 1074) and Fracture of pelvis (Male ii. 1771).

INJUEIES OF THE NECK.

Contusions.

A printer, aged 28, was knocked down ; he fell on his back, and the wheel of

a fully-loaded omnibus passed obliquely across the fi-ont of his neck ; he was
severely bruised, but made a rapid and complete recovery. The evidence of

the bystanders as well as the marks on the neck corroborated the history

given, (v. 272.)

Fracture of larynx.

A man, aged 49, received a blow on the throat ; this was quickly followed

by dysphonia, dysphagia, and slight dyspnoea ; the thyroid cartilage was felt to

be less resistant than normal. The patient made a rapid recovery, (iii. 3149.)

The other case is described under tracheotomy, (iii. 1472.)

Wounds.

Gunshot.—The only case was that of a boy, aged 17, who was shot with a
revolver just above the left clavicle. He had no bad symptoms of any kind
and soon left the hospital. Three weeks later he was readmitted, and the

bullet, which could be felt just beneath the skin, was removed, (ii, 3114 and
3368.)

Incised and Punctubed.—Seven cases were admitted. Two of these

were accidental ; the others were cases of suicidal cut throat.

Only one died. A man, aged 46, who had been ill for many years with
disease of the heart and kidneys, attempted suicide by cutting his throat.

The thyroid cartilage was notched, but the air passages and great vessels

escaped. The wound was immediately sewn up, and the temperature remained
normal. He died, however, on the sixth day, chiefly from the condition of his

heart. The post-mortem showed also chronic pleurisy and nephritis, (iv, 3501,)

Another case of suicidal cut throat accompanying fracture of the PELVIS,
and other injuries, is classified and described under the latter heading,

(iv. 1801.)

INJURIES OP THE BACK.

Intraspinal hsemorrhage.

A man, aged 39, was admitted with paralysis of one arm and signs of pachy
meningitis, following a fall upon the head and shoulders three months
previously. He improved considerably with rest and electrical treatment
during his stay of four months in the hospital, (iv. 3480*.)

Fracture dislocation of spine.

A labourer, aged 48, recovered after three months' stay in the hospital.

(iv. 3717*.)
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A carman, aged 27, was carrying a case down a steep slope when he slipped

and fell backwards. On admission shortly afterwards there was complete
paralysis of the lower limbs, but no anesthesia. The arms were flexed and
paralysed in the upper parts. There was complete anesthesia in the arms and
hands. There was also priapism and absence of knee jerks ; no ankle clonus.

He was treated by rest and a gutta-percha splint to the neck. On the following
day the aneesthesia had disappeared, and power of movement in the arms had
begun to return. From this time he made a slow but good recovery. All
paralysis disappeared, and he left the hospital five months after admission, able
to walk without support. There was considerable cystitis during the recovery,
(v. 3770*.)

Three patients died.

A man, aged 70, fell down stairs, and was admitted completely paralysed in

all his limbs. He died five days later. There was no post-mortem, (iv. 2466.)

A labourer, aged 43, while drunk, fell off a chair and struck the back of his

neck. When admitted there was complete paralysis of the lower limbs and
some loss of sensation ; knee jerks, at first absent, afterwards returned. The
right pupil was larger than the left. There was a tender spot at the level of

the seventh cervical vertebra, but no definite deformity. The question of

trephining the spine was discussed and negatived. Much pain occurred in the

arms and legs ; several epileptiform convulsions occurred. Eleven days after

admission he was placed under chloroform, and an attempt was made to reduce
by traction the supposed dislocation ; a gap could be distinctly felt between
the vertebrEe at the seat of injury. Keduction was not very satisfactory. The
patient gradually became worse, and died of cystitis and pyelonephritis on the
twenty-second day after the accident. The post-mortem showed an unreduced
dislocation forwards of the left lower articular facet of the seventh cervical

vertebra. The kidneys were suppurating, the cord was not crushed, (ii. 899.)

The fifth case is described under laminectomy, (ii. 2009.)

Dorsal.—All three cases died. None were trephined.

A man, aged 34, fell forty feet down a lift shaft ; ihe died in a few hours ; he
had also a rupture of the liver, (i. 878.)

A man, aged 34, threw himself from a window, and died on the fifth day of

oedema of the lungs, (v. 1684.)

A gasfitter, aged 58, fell about eight feet from a ladder ; he was admitted
completely paraplegic, and died on the fifth day ; he had also fractures of the

STERNUM and RIBS. The post-mortem showed a comminuted fracture of the

sixth dorsal vertebra and a complete crush of the cord. (ii. 1074.)

INJURIES OF THE PELVIS AND GENITALS,

Fracture of pelvis.

Thirteen patients were admitted, besides four cases in which a fractured

pelvis complicated other injuries, and which are classified under Rupture of

INTESTINES (Male, iii. 2961), Fracture of spine (Male, v. 1684), Fracture of

EIBS (Male, ii. 3288), and Dislocation of humerus (Male, v. 1221A).

Six men and two women recovered ; in four of these cases the fracture

appeared to involve only the ilium (Male, i. 1262, ii. 173 ; Female, i. 993,

V, 952) ; in one case the existence of a fracture was suspected only (Male,

V, 3752*) ; in the case of a man, aged 56, there was also a fracture of the

OLECRANON (v, 3056),
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A man, aged 60, with a compound fracture of the arch of the pubes,

developed cellulitis of the lower limb, but recovered, (iii. 1307,)

A labourer, aged 34, fell sixty feet on to a stone pavement, fracturing his

pelvis. On the third day after admission the abdomen became greatly

distended, the liver dulness had disappeared, and the patient was vomiting
incessantly. At a consultation, the propriety of opening the abdomen was
discussed, but negatived, chiefly on the ground that the man was too ill to stand

any such operation. He made a gradual but steady recovery, and eventually

left the hospital on the ninety-fourth day, quite well. (i. 3i27,)

Four patients died.

A woman, aged 75, fell from a window, and died one hour after admission
;

she had also fracture of the neck of the femur, (v. 1319.)

A printer, aged 31, tried to commit suicide by cutting his throat ; he then
threw himself from a window, and was admitted with a fracture of the pelvis,
base of SKULL, and other injuries. He died two days later, (iv. 1801.)

A man, aged 48, fell twenty feet from a scaffold, and died a few hours later.

Besides an extensive fracture of the pelvis, he had fractures of the stbenum,
OS calcis and ankle, (ii. 1771.)

A man, aged 49, was jammed between a van and a wall ; he died in six hours.

At the post-mortem, the sacrum was found completely separated from the ossa

innominata, and driven forwards ; the sacral plexus was torn, and there was
much retroperitoneal haemorrhage, (v. 816.)

A carpenter, aged 60, was caught between a post and an omnibus, and died

two days later ; the post-mortem showed an extensive fracture of the pelvis,

(iii. 1772.)

Old fracture of pelvis.

Described under external urethrotomy, (i. 2142.)

Rupture of urethra.

Of three cases, two were treated by catheter (i. 3090, ii. 3457), and one by
external urethrotomy, (iii. 3176.)

All recovered.

INJURIES OF THE UPPEE EXTREMITY.

Injuries of nerves.

Rupture of brachial plexus.—There were two cases, a woman, aged

47, and a girl, aged 12 ; the injury had been produced by a fall upon the

shoulder into an area, and by a heavy piece of timber falling upon the shoulder
respectively. In both cases the arm was completely paralysed, and there was
some loss of sensation. The pupil on the corresponding side was contracted

in each case. Electrical treatment did little good in either case. (v. 198 and
iii. 1299.)

Fractures.

A man, aged 26, with a compound fracture of the humerus and rupture of

the brachial artery, produced by the passage of a wheel over the arm, made
an excellent recovery without amputation, (ii. 1454.)
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INJURIES OF THE LOWER EXTREMITY.

Wounds.

Lacerated.—A man, aged 26, was admitted with a dirty lacerated wound
of the knee, caused by a gas explosion. The wound was cleaned as far as

possible, but suppuration took place, and on the sixth day the joint had to be
freely opened and irrigated. The patient gradually sank and died on the

sixteenth day after admission. There was no post-mortem, (ii. 341.)

Fractures.— Simple.

Femur,—Fifty-nine cases of fracture of the shaft of the femur were
admitted besides a case in which a spontaneous fracture occurred in the

hospital (Male, i. 1406, described under sarcoma of the femur).

Two patients died.

One was a man, aged 58, described under wiring of femur, (v. 3224*.)

The other was a woman, aged 90, who fell out of bed ; she was admitted
with a simple fracture, which soon became compound. She was very old and
feeble and gradually sank, dying on the ninth day. (v. 2423a.)

Among the fifty-seven cases that recovered were :

—

A boy, aged 9, was treated by osteotomy {fl.v^ two months after admission,

the fracture having united badly, (v. 2008.)

A carpenter, aged 56, was admitted with a spontaneous fracture of the shaft

of the right femur. For twelve months he had been ailing, had lost flesh, and
had complained of pain in the right thigh. For three months he had been
somewhat lame and had been treated for sciatica. Two months before

admission his thigh suddenly gave way, and he had been in bed ever since. About
the same time a swelling was noticed at the seat of fracture, and six weeks
later enlargement of the cervical glands was first noticed. For two months
he had had slight difficulty in micturating, but he had never had hjematuria.

On admission the patient looked ill ; the fracture was about four inches below
the great trochanter, and in this region was a rounded mass as large as an
orange, apparently new growth. The cervical glands were very hard, and
evidently infiltrated with carcinomatous growth. The prostate was large, hard
and nodular. The case was looked upon as one of primary carcinoma of the

prostate with secondary deposits in the femur and cervical glands. The
patient left the hospital three weeks after admission, his condition not having
materially altered, (v. 2617.)

Patella.—Twenty-three men and eleven women were admitted for recent

fracture (including one woman classified under old fracture, which she also

had, and for which an operation was performed (ii. 732). Of these, eleven

men and three women were treated by primary wiring iq.v.').

In the case of one man (iv. 2312), the injury was complicated by other

recent fractures (jaw and skull).

One patient died. He was a solicitor, aged 55, admitted with an ordinary

transverse fracture, which was treated in the usual manner by splint, &c. He
did perfectly well until the thirteenth day, when he suddenly complained of

faintness and dyspnoea, and in a few minutes he was dead. At the post-mortem,

general dilatation of the heart was found to have been the cause of death,

(ii. 129.)

A mason, aged 67, fell thirty feet on to his hands and knees and sustained a

stellate fracture of the patella. He developed delirium tremens and was
subsequently transferred to an infirmary, (iv. 2622.)
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A gasfitter, aged 31, was admitted for stiffness of the knee following an
operation for wiring (described in Appendix II., p. 184, iv. 227), performed
seven months previously. The original wound had healed perfectly, but the knee
had remained very stiff. During manipulation of the knee under gas, to break
down adhesions, the patella again broke, at the seat of the original fracture.

He was treated by splint and rest, and the fracture united well, but the knee
remained very stiff, (iv. 2364.)

Compound,

Femur.—A traveller, aged 40, who had been-crushed between a train and a

platform, died in six hours. There was no post-mortem, (iv. 14.)

Tibia and Fibula.—Of twenty patients admitted, two died. One
underwent amputation. (Female, v. 186fi.)

The other was an engineer, aged 36, whose leg had been shattered by a
dynamite explosion. Although no other injuries were found, he died of

shock in about four hours ; no operation was deemed possible, (i. 1258.)

Old.

Patella.—Thirteen patients were admitted for old fracture of the patella,

besides five admitted for other conditions (Male, iii. 575, 1473, v. 1706
;

Female, iii. 1041, iv. 2401) ; none of these five underwent any operation.

Of the thirteen, three were treated by secondary wiring iq-v.).

Six were admitted on account of pain and stiffness after primary wiring at

this or some other hospital (Male, i. 3277, iv. 2370, 3236, 3375 ; Female, ii. 1968,

2406) ; in one of these cases (iv. 3375) the wire had to be removed on account
of pain.
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STATISTICS OF ANESTHETICS.

During the year 1897, Ansesthetics were administered 4,893 times.

Chloroform

Gas and Ether

Gas

Gas and Oxygen

Ether

Mixture of Chloroform and Ether

Total

1,959 times.
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APPENDIX TO TABLE II.

Table II. includes not only all operations performed upon patients in

the Surgical Wards, but also those performed upon patients

in the Medical and Gynaecological Wards. The latter cases do

not appear in Table I. In this Appendix, as in the previous

one, all fatal cases and many of the more important of the other

cases are described.

OPERATIONS ON THE EYE.

A boy, aged 10, was admitted with high myopia (over 20d) of both eyes.

Botli lenses were removed after discission, with the satisfactory result that the

boy had good vision for distance without glasses, and became slightly

hypermetropic. (Ophthalmic Register, No. 782.)

Another case of high myopia in a boy, aged 8, was treated successfully in a

similar manner. (Ophthalmic Register, No. 16.57.)

A girl, aged 1.5, had had for three months ptosis and pain in the eye ; for

one munth there had been swelling in the region of the lachrymal gland. The
latter was removed, and on microscopical examination was found to be
tuberculous, (v. 1405.)

PLASTIC OPERATIONS.

For Cleft palate.

A male infant was operated upon at the early age of 10 months ; a portion

of the cleft was closed, but the central part of the line of union broke down
;

three months later another operation was performed, but with no improvement.
(v. 1792 and 2760.)

For Hypospadias.

A labourer, aged 22, was admitted with a curious congenital malformation
of the urethra. The penis and testicles were ill- developed. The meatus was
on the under-surface of the glans, and so small that it barely admitted a probe.

The corpus spongiosum appeared to be quite absent, the wall of the urethra

being so thin that a probe passed into its interior could be seen through the

very thin wall. Three weeks before admission this thin wall gave way, and
all the urine was afterwards passed through this opening, a quarter of a inch

in diameter, about an inch behind the glans. The i^atient stayed in the
hospital feeven months ; during this time five plastic flap operations were
performed, but owing to the thinness of the urethral wail, the patient was
little, if at all, improved, (iii. 280.)
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For Recto-vesical fistula.

A labourer, aged 31, was admitted for recto-vesical fistula. At the age of 19
he had undergone lateral lithotomy for stone at another hospital ; a fistula had
existed ever since. Ten years ago an operation had been performed upon the
fistula in this hospital without permanent success. On admission the fistulous

opening was a quarter of an inch in diameter, and most of the urine passed
through it. A second plastic operation was performed, the edges being pared
and united by silver wire, which avoided the mucous membrane of the bladder.
A catheter was tied in. On the fifty-eighth day the stitches were removed

;

the fistula was much smaller, only just admitting a fine probe. Three weeks
later he left the hospital, stdl passing a little water per rectum, but on the
whole greatly improved, (iv. 2961*.)

Rhinoplasty.

A female child, aged 2|, was admitted for a deformity of the nose, the left

ahi being separated from the tip by a longitudinal slit a quarter of an inch in
length. This was the result of the injudicious cauterisation of a ngevus at the
age of three months. A plastic operation was performed with a good result.

(iv. 2097.)

The brewer whose case is described on page 157 of last year's report was
readmitted, and underwent a further trimming operation, (ii. 369.5*.)

For Ruptured perineum.

Eight of these were performed in the Gynecological Ward, and five in the
General Wards.

EXCISION OF BONES AND JOINTS-

Excision of the Astragalo-scaphoid joint.

A somewhat unhealthy-looking labourer, aged 32, was admitted with very
bad flatfoot ; the sole of the foot was slightly convex, and the patient had a
jrood deal of pain. Ogstou's operation of removal of part of the astragalus

-was performed, and the foot put into a good position. Esmarch's bandage was
used and strict antiseptic precautions were, of course, adopted ; the wound
was washed out with 1 in 2,000 perchloride of mercury lotion. The foot was
put up in plaster. On the following day the patient complained of a good
deal of pain, which soon subsided. On the fifth day the temperature, hitherto
normal, began to rise. The plaster was removed and some blood clot pressed
out of the wound ; the latter was drained. Two days later some pus was let

out from the outer side of the foot. Some dulness at the base of the right

lung was now discovered. The patient became very ill. On the following day
the whole foot was gangrenous, so amputation was performed through the
middle of the leg, but the patient died next day, on the ninth day after the
first operation. There was no post-mortem, and the source of infection was
never clearly ascertained, (i. 334.)

Excision of the elbow.—This operation was performed six times, four

times for tuberculous disease and twice for ankylosis.

For TuBiiRCLE.—A man, aged 37, with disease of several years' duration
;

there was considerable swelling, but no external suppuration or raised

temperature. A good result ensued, (iv. 2005.)

A woman, aged 29, with considerable disease of seven years' duration ; the

disease was in a quiet state. The temperatm'e was normal both before and after

the operation. The patient made a good recovery, the wound healed, and
mobility of the joint through an angle of 45° was obtained, (i. 1716.)
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A woman, aged 18, with disease of seven months' dm'ation ; sinuses existed.

When the patient left the hospital the wound was nearly healed, there was
free movement at the elbow, but very little strength in the arm. (i. 1554.)

A girl, aged 16, with extensive disease of one year's duration and sinuses.

In the operation the olecranon was preserved and wired to the shaft of the

ulna. The case did not do well, and the olecranon had subsequently to be
removed. The patient left the hospital a month after the operation with the

wound unhealed, (ii. 1798.)

For Ankylosis.—A girl, aged 14, had been in the hospital six years previously

on account of tuberculous disease of the elbow ; an abscess had been opened
and the disease cured, the elbow becoming stiff. On admission, the elbow was
quite fixed at an angle of 120° ; there were no signs of active disease. The
patient left the hospital on the eighty-eighth day after the operation, the
wound having then healed ; there was slight movement of pronation and
supination, (ii. 2506*.)

A boy, aged 9, was admitted with ankylosis of the elbow following necrosis

of the lower end of the humerus five years previously. Excision of the elbow
was performed and the olecranon wired. The operation was followed by slight

suppuration and necrosis of the olecranon. The patient left the hospital on
the one hundred and eighth day after the operation, able to move the elbow
a little ; there were still two small sinuses. He was subsequently readmitted,
(ii. 3136*.)

Excision of the hip.—Performed twice, with one death.

A boy, aged 9, who had previously been under treatment for caries of the

spine and psoas abscess, was readmitted for sinuses about the hip ; after some
mouths it was found that the suppuration had also involved the hip joint. A
large abscess was opened and the carious head of the femur removed. The
patient did well, and left the hospital three months after the operation with
the sinuses nearly healed. The temperature was rarely above 100° at any
time before or after the operation, (iii. 3150*.)

A woman, aged 39, was admitted with suppurative disease of the hip joint

of about two years' duration. There was much thickening about the hip, and
there was one sinus. Excision was performed, and on two subsequent occasions

counter-openings were made, but the suppuration continued, and the patient

died of exhaustion three months after admission ; there was no post-mortem.
(iii. 1370.)

Excision of the shoulder.— Performed once for tubercle, once for old

fractm'e.

A painter, aged 84. Ten years previously he had had some Inflammation of

the shoulder, which had subsided ; six years later he again had pain and
stiffness in the shoulder ; this continued on and off until three months before

admission, when the shoulder was wrenched at an infirmary. Since that time

he had been much worse. On admission there was considerable pain and
swelling about the shoulder, with a chronic abscess at the iDack of It. The
joint was excised and found to be much diseased. The patient made a good

recovery, and left the hospital on the thirty-fifth day after the operation ; the

wound was nearly liealed. (iv. 154.)

A bricklayer, aged 46, was admitted for a fracture of the surgical neck of

the humerus nine weeks old. There was much pain and deformity. Excision

was performed three weeks later, and the patient was greatly improved,

(iv. 1135.)

Excision of the lower jaw (partial).—Performed three times for

epithelioma, once for recurrent multilocular cystic tumour.
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A woman, aged 59, with a ten years' histoiy of epithelioma ; fire years ago

a first operation for its removal had been performed. On this occasion a

recurrent nodule as large as a walnut was removed, together with a portion of

the lower jaw. She made a good recovery, (iii. 310.)

A man, aged 59, who had undergone four operations for epithelioma of the

tongue in the last nine months, was readmitted with an ulcer as large as a

shilling close to the anterior pillar of the fauces. There were no enlarged

glands. The growth was removed, together with an inch of the lower jaw in

its whole thickness, near the angle. The patient made a good recovery.

(ii. 3014.)

A man, aged 43, had for one month noticed looseness of the lower front

teeth ; a week later some swelling was noticed inside the lower lip. On
admission he was in fairly good general healtli ; there was a large mass of

epithelioma involving much of the body of tlie lower jaw and some of the

skin of the chin, as well as part of the floor of the mouth. The body of the

jaw with tlie wliole growtlr was freely removed ; both facial and lingual

arteries were tied in the course of the operation. The remaining portions of

the jaw were wired togetlrer. The man made an excellent recovery ; the wires

were removed on the forty-second day, and the patient left the hospital on the

sixty-fourth day after the operation, (iii. 96.)

A waterside labourer, aged 32, was readmitted with a very large multilocular

cystic tumour of the lower jaw. Seven and a half years ago it had first been

noticed ; five years ago most of the right half of the lower jaw had been removed.

Two years ago recurj'cnce had first been noticed, and the tumour had grown
steadily ever since. In 1895 lie had been in the Irospital for a short time, but

refused to submit to any operation. On admission there was a huge prominent

slightly lobulated tumour extending from the symphysis menti to the middle of

the temporal fossa, and from the ear to the middle of the cheek. The skin

over it was normal, the zygoma was expanded over the tumour. The whole

tumour was removed together with about two inches more of the jaw. Tlie

operation was a very large one, but not particularly difficult. For a few hours

afterwards there was considerable collapse ; the patient then made an excellent,

although somewhat slow, recovery, convalescence being delayed by several small

abscesses in the large wound. The tumour was a typical example of multi-

locular cystic disease. When last seen, ten months later, his general and local

condition were both excellent, and there was very little deformity. The left

half of the jaw had become only very slightly displaced, and he could

masticate well. (iii. 2875*.)

Excision of the upper jaw (partial or complete).—Performed ten times,

for malignant disease in each case.

There was one death.

A man. aged 40, had had for six months pain and swelling about the upper

jaw, and for six weeks some ulceration about the gum. On admission there

was a considerable mass of growth projecting forwards, and also into the mouth,

and pushing the eye upwards. The whole upper jaw was removed, and the growth
found to extend into the spheiio maxillary fossa. The removal was satisfactory,

and the patient made a rapid recovery. He was subsequently readmitted to

have some enlarged glands in the neck removed, (v. 2786.)

A baker, aged 45, witli a boring epithelioma of three months' duration, made
a good recovery after removal of the upper jaw

;
part of the orbital plate was

left. (ii. 2683.)

A collier, aged 54, also made a good recovery after removal of the jaw for

an extensive epitheliomatous tumour of three months' duration, (v. 20.)
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An artificial florist, aged 57, also made a good recovery after a similar

operation. The growth, which was very extensive, had existed for three months.

Some months later he was readmitted with recurrence, (i. 692.)

A man, aged 57, made an excellent and rapid recovery after removal of the

whole upper jaw for epithelioma ; for four months he had had swelling of the

cheek and some dull pain. The growth involved chiefly the anterior wall of

the antrum, (i. 24i2.)

A nru'se, aged 36, was admitted with a swelling of the upper jaw. Five

months previously she had flrst noticed aching pain in this region, followed

quickly by a swelling which had gradually increased in size. On admission

there was a prominent tumoui" as large as a walnut attached to the right upper
jaw. Partial excision of the jaw was performed, the orbital and alveolar

plates being left untouched. The patient made a good recovery from the

operation, and left the hospital a month later. The tumoui", which involved

chiefly the anterior wall of the antrum, was found microscopically to be a

carcinoma, (iv. 2003.)

A woman, aged 51, who had two months previously undergone an operation

for the local removal of an epithelioma of the upper jaw, was readmitted with
recurrence. The whole upper jaw was removed, and the patient recovered

;

but further recurrence had taken place before the patient left the hospital,

four months after admission, (i. 2105*.)

A cook, aged 69, had had an epithelioma of the upper jaw for six weeks.

Partial removal of the jaw was performed, and she made a good recovery.

(v. 281:4*.)

A carman, aged 39, was admitted with a tumour of five months' duration,
involving chiefly the anterior part of the upper jaw, but also blocking the
nostril and protruding into the mouth. The whole upper jaw was removed,
but recurrence took place before the patient left the hospital, a month after
admission. Microscopically the growth was found to be sarcomatous, (iv. 1645.)

The only fatal case was that of a washerwoman, aged 65, who was admitted
with a prominent sarcoma. Eighteen months previously she had first noticed
obstruction of one nostril and a small swelling at the side of the nose

;

the swelling had gradually increased, and in the last month had become
painful. There had never been any hpemorrhage. The patient was not in
good condition, and the propriety of operating was at first questioned on
account of a large painless moveable mass in the right loin, which some thought
might be a secondary growth ; it was, however, finally considered to be an
enlarged kidney, ancl the upper jaw was removed. The operation was an
extensive one, and the patient died two days later-of pneumonia. The post-
mortem showed that the growth had been completely removed, except at
one smaU place where the tumom- had extended through the sphenoidal fissure

into the interior of the cranium. The swelling in the loin was composed partly
of a dilated gall bladder with calculi, and partly of a lobe of the liver

distorted by old tight lacing, and pushed down so as to occupy exactly the
position of the kidney. There was also some chronic interstitial nephritis.

(v. 1351.)

Excision of the knee was performed six times for tuberculous disease,
three times for ankylosis and once to stiffen a paralysed limb.

For Tubercle.—In five cases there was no external suppuration ; the
disease had lasted two, three, many three and ten years resiDectively. The
patients were men aged 37 and 26, and women aged 25, 27 and 29
respectively. In the first four cases steel pins were inserted and kept in for
periods varying from eleven to twenty-five days. In the fifth case the patella
was cut across and subsequently wired. All these five cases made excellent
recoveries ;

but in the first of them there were still signs of disease when the
patient left the hospital. (Male iv. 77, 1940; Female iv. 1934, iii. 1298, ii. 582.)

N
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The sixth case was that of a boy, aged 15, who had had subacute disease

for seven years : there were four sinuses. Excision was performed by
Mr. Lockwood's method of dovetailing tlae bones together ; the result was
excellent, the boy leaving the hospital six weeks after the operation with the

wound soundly healed and the limb in good position, (v. 601.)

For Ankylosis.—A man, aged 22, a woman, aged 40, and a girl, aged 13,

underwent excision for ankylosis and deformity following old tuberculous

disease eighteen, five and five years previously ; all did well. (Male iii. 306
;

Female iv. 2622*, v. 1676.)

For Pakalysis.—The only fatal case among the excisions was that of a
girl, aged 6, who was admitted with a wasted and paralysed lower limb, the
result of infantile paralysis. Excision was performed with the object of fixing

the knee, the patella being divided and the articular cartilages of the joint cut
away. The bones were then wired together. During the operation there was
trouble with the anfesthetic, and artificial respiration had to be performed.
Suppuration followed, and numerous incisions had to be made into the
thigh to let out pus. Empyema then occurred, and finally the patient died
on the twenty-sixth day after the operation, (i. 2409.)

Excision of tlie head of the metatarsal was performed four times
for hallux valgus.

Excision of the os calcis was performed once on a boy, aged 17, for

tuberculous disease of sixteen months' duration with sinuses, (iii. 1017.)

Excision of the head of a phalanx was performed four times for

hammer toe.

Excision of part of the radius was performed upon a woman, aged Bl,

for an endosteal sarcoma of fifteen months' duration ; the tumour was about
two inches in diameter, and was situated at the lower end of the bone. A
good recovery followed, but six months later the patient was readmitted with
recurrence, and amputation was performed through the forearm, (v. 900 and
2509.)

The head of the radius was excised from a boy, aged 17, on account of an
unreduced dislocation of two and a half years, (ii. 268.)

Excision of one or more ribs was performed eighteen times.

Thirteen of the cases were in the medical wards, and do not appear in Table I.;

of these, in twelve the operation was for simple pleuritic efEusion or

empyema ; the thirteenth was a case of hepatic abscess, complicated by
rupture into the lung and empyema. Four patients, including the last

mentioned, died.

Of the five cases under the care of the surgeons, two were cases of old

empyema, for which multiple excision of ribs (Estlander's) was performed.
(Male iv. 2554* and Female v. 2119) ; another was that of a boy, aged 7, who
had swallowed a pin, which stuck in his pharynx and produced much
dyspnoea. He was brought at once to the hospital ; the pin was felt by the
house surgeon and was dislodged, but could not be extracted. Pneumonia of

the right lung soon set in, and for some weeks the boy was very ill. Five
months after admission an empyema was found on the right side ; for this a

piece of rib was resected, much fnetid pus being let out. The boy then
gradually made a good recovery, and left the hospital six months after

admission, (i. 2180*.)

The fourth case was one of pleural efEusion and probable abscess of the

lung, in a woman, aged 83.

AH these four recovered.
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The fifth case was that of a soldier, aged 26, who had been in India six

years, and who was admitted with an abscess in the liver ; the symptoms of

this had existed for nearly six weeks. Shortly after admission (to a medical
ward) the abscess ruptured into the lung. On the following day a portion of

the eleventh right rib was resected and the abscess opened and washed out.

Suppuration continued, the temperature remained high, and the patient died

twenty-two days after the operation. The post-mortem showed many small

collections of pus in different parts of the liver. There was no intestinal

ulceration, (ii. 332).

OPERATIONS ON BONES.

Osteoclasia was performed eleven times for genu valgam, six times for

rickety curvature of tibia and fibula, and once for old fracture, with good

results.

Osteotoinjr--AsTRAGALUS.—Through the neck of the bone for talipes

varus, in a boy, aged 3. (i. 1022.)

Femtje.— In three cases for anklyosis of the hip, by the infratrochanteric

method, with good results. (Male i, 8055, ii. 2931 ; Female iv. 2270.)

In two cases through the shaft of the femur for old fracture, with good
results. One was a boy, aged 17, the other a boy, aged 9. The latter had
been admitted with a fracture of the femur just above the condyles, produced
by a eabwheel. A long Listen and weight extension were applied, but at the

end of two months the fragments were found to be in a bad position. On the

sixty-seventh day after the accident the seat of fracture was freely exposed,

much callus cut away with a chisel, and the fragments with much difficulty

put into good position. An attempt to wire them together had to be
abandoned on account of mechanical difficulties. The boy made a good
recovery, and left the hospital on the thirty-fifth day after the operation.

(v. 2008.)

For genu valgum, four times by the supra-condyloid method, with good
results. (Male ii. 2612, iv. 3028, 3177*

; Female iv. 1105.)

Tibia and Fibula.— Once for rickety curvature (Male iii. 1939) ; once
for genu valgum (osteoclasia had previously been attempted unsuccessfully)

(Female ii. 2211) ; and once for a badly-united Pott's fracture (Male ii. 1297).

Erasion or gouging of carious bone was performed forty-one times
;

there were two deaths. A male infant, aged 15 months, was admitted with
otitis media of ten months ; for fourteen days there had been more acute
symptoms, and a mastoid abscess had recently developed. The MASTOID was
opened and scraped, and for two days the patient seemed to do well.

Symptoms of meningitis then set in, and the child died eleven days later,

(ii. 3046.)

A delicate boy, aged 15, was admitted with tuberculous disease of the

TABSUS of four months' duration and a tuberculous abscess of the opposite

knee. About the ankle were sinuses which led down to the subastragaloid

joint. Eleven days after admission the joint was freely opened, scraped and
injected with pure izal, and the abscess of the knee was opened. A month
later another abscess in the leg was opened. The ankle did fairly well, but
the wounds did not heal, Ten weeks after admission drowsiness set in, and
vomiting, which had previously occurred only occasionally, now became
frequent. The patient gradually sank and died on the eighty-ninth day after

admission. The post-mortem showed extensive tuberctilous disease of both
suprarenals (Addison's disease) ; the pigmentation inside the cheeks and skin

N 2
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was not great. The disease of the tarsus was almost limited to the
subastragaloid joint, and it was in a quiescent state. There was some tubercle

in each lung. (iii. 2106.)

Sequestrotomy.—Performed twenty-six times upon various bones, with
one death,

A woman, aged 42, was admitted very ill with necrosis of the great

trochanter ; the disease had existed twenty years, but had recently become
acute. Some dead bone was removed, but the patient died a few days later.

The post-mortem showed extensive necrosis of the trochanter and recent

acute suppuration in the hip joint, (i, 519.)

Trephining.—Lowee Jaw.—Performed upon a woman, aged 36, for an
inflammatory swelling of doubtful nature (v. 1256) ; also upon a man, aged
56, who had had for four months pain and swelling in the neighbourhood of

the last molar tooth, and a papillomatous ulcer which was at first suspected to

be malignant ; local removal and microscopical examination failed to show
any evidence of malignancy. Trephining of the jaw and the removal of much
inflammatory tissue gave considerable relief, (ii. 415.)

Mastoid.—A female clerk, aged 28, who had been successfully trephined
for cerebral abscess a year previously (see last year's report, p. 162), was
readmitted with further symptoms of otitis media. The mastoid was
trephined, with some benefit ; she was subsequently readmitted and again
trephined for cerebral abscess (see Trephining), (v. 1474.)

One patient died ; he was a schoolboy, aged 13, admitted with chronic otitis

media and a sinus behind the ear. For nine days he had had vomiting and
delirium. His temperature was 102°, pulse 100, There was some retraction

of the head, and he was evidently very ill. He was trephined over the lateral

sinus, but no pus was found at first. On cutting away bone in front of this
_

trephine hole, a few drops of pus came away. The middle ear was scraped
out and drained. The patient gradually became more and more comatose, and
died nine days after admission. The post-mortem showed suppurative
meningitis starting in the ear ; there was no suppuration in the lateral

sinus or brain, (iv. 1894.)

(See also other cases described under Erasion of carious bone.)

Skull.—For Abscess of the Bkain.—The female clerk, aged 28,
mentioned under trephining of mastoid, and who had been successfully
trephined for cerebral abscess a year previously, was readmitted a second time,
because she had recently had a fit and had become drowsy. On admission
she was in a drowsy apathetic condition, able to speak, but using the wrong
words ; she complained of pain in the frontal and occipital regions.

Temp. 101°
;
pulse 112. No optic neuritis. An extradural reaccumulation

of pus having been diagnosed, the old wound was reopened and two ounces of

foul pus evacuated from between the dura mater and the upper surface of the
petrous bone ; the wound was drained. The temperature fell slowly, and
after three days was normal, and remained so. The headache and drowsiness,
however, did not disappear, and ten days after the operation there was paresis

of one side of the face with slighter paresis of the right arm and leg ; the
patient also became completely comatose. The wound was again reopened
and a pair of forceps pushed through the old trephine hole into the interior

of a temporo-sphenoidal abscess, letting out some three ounces of foul pus.

The patient rapidly improved, and at the end of three weeks she was nearly
well. The main symptoms—drowsiness and paralysis—then set in again. This
time she was trephined over the outer part of the cerebellar fossa, and the
original abscess cavity drained more efEectually through the new opening.
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The patient then made a slow but good recovery, and eventually left the

hospital one hundred and one days after admission, somewhat deaf, but able

to speak properly and understand all that was said to her. The temperature

throughout had rarely been above normal, (v. 1702.)

For Cerebral Tumour.—There were three cases (one being admitted

twice). Two died.

A man, aged 33, was transferred from a medical ward, very ill indeed, and
supposed to have a tumour of the right cerebellar hemisphere. For many
weeks he had been ill, the chief symptoms being persistent headache,

vomiting, double optic neuritis, giddiness, staggering and paresis of various

groups of muscles. He had emaciated greatly, and at the time of transference

was semi-comatose. An exploratory opei-ation was performed on the right

side, the cerebellum being freely exposed and examined ; no tumour was
found. The man died a few hours later, and at the post-mortem an extensive

sarcomatous tumour was found in the substance of the left CEREBRAL
hemisphere, and projecting into the left ventricle, (iii. 2768.) ,j

A girl, aged 15, was transferred from a medical ward with symptoms of

cerebellar tumour. She had been quite well until eight months before

admission ; the first symptom was a fit ; this was repeated many times

afterwards. Seven weeks before admission vomiting began, and a fortnight

later headache. She had been treated for a month in a medical ward with

potassium iodide, without any improvement. She had optic neuritis, ptosis,

paresis of the facial, spinal accessory and hypoglossal nerves, all of the right

side. There was some enlargement of the right tonsil and glands of the right

side of the neck near the skull. The gait was thought to be staggering.

Intra-cranial tumour, probably of the right cerebellar hemisphere, was
diagnosed. She was trephined over this region, and the posterior part of the

brain very thoroughly examined ; she died a few hours later. The post-

mortem showed an extensive sarcomatous tumour of the right petrous bone,

invading the interior of the skull, pressing on the cerebellum and invading

the above-mentioned nerves, but not penetrating the dura mater. The
tumour involved also the tonsil and glands of the neck. (v. 1904.)

A publican, aged 43, had been for three years the subject of slight attacks

of sensations of " pins and needles " in the right leg ; the attacks usually

lasted about one minute, and were not accompanied by loss of consciousness.

Six mouths before admission he had a general convulsion, starting in the

right leg and attended for the first time by loss of consciousness. Three other

similar severe and several slight attacks followed in the next few mouths.

There was no vomiting or headache at any time. No history of syphilis.

On admission he seemed a healthy man. There was marked ankle clonus in

the right leg and increased knee jerk on the same side. No optic neuritis.

The patient complained of slight weakness of the right leg. Two fits having

been witnessed, the diagnosis of a meningeal lesion was made, and a month
after admission the man was trephined over the leg centre of the left side.

An oval lobulated encapsuled tumour was found beneath the pia mater and
imbedded in the cortex of the brain, although not infiltrating it. Tt was
removed ; some smart haemorrhage occurred, and the operation was followed

by much collapse. After the operation the right arm was in a condition of

complete flaccid paralysis for nearly a fortnight. The paralysis then gradually

passed off, and the patient made an excellent recovery, leaving the hospital on
the sixty-fourth day after the operation, apparently quite well. The tumour was
a spindle-celled sarcoma of a low degree of malignancy, having much fibrous

tissue in it. Two months later he was readmitted with a recurrence of

epileptic fits, afEecting chiefly the arm. As it was thought possible that there

was a recurrence of the growth, the patient was again trephined, the old

wound examined, and some scar tissue dissected ofl; the surface of the brain.

No sign, however, of any disease could be found. The patient had a few fits

after the operation, but then made a good recovery, and left the hospital

fifty-six days after the operation, (iv. 3108* and 715.)
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For Feaotueb op the Skull.—Four patients recovered.

A fire-engine driver, aged 24, was violently pitched from his box seat on to

his head and was admitted unconscious, and with a hsematoma over the right

temple. Three hours later he had a fit, the eyes and head being turned to the

left and convulsive movements occurring in both arms and legs. The left

knee jerk was exaggerated. There was no paralysis and no clonus. Three

hours later (about sis hours after the accident) he was trephined over the

rieht temple, and a fissured fracture found ; the dura mater was incised, and
several drachms of clear fluid escaped, but no blood was seen. The crown of

bone was replaced, and the patient made an excellent recovery. He regained

consciousness about twelve hours after the operation, (iii. 1778.)

A man, aged 30, and a boy, aged 9, who had been struck on the head by a

poker and a stone respectively, were admitted with compound depressed

fractures, and were trephined twelve and eighteen hours after the accident ;

there was but little evidence of any injury to the brain in either case. Both
made excellent recoveries, and left the hospital on the twenty-first and thirty-

fifth days after admission, (ii. 3794* and iv. 1675.)

A man, aged 56, who had been a heavy drinker, received a severe blow from
a stick on the top of the head ; he was knocked down, but only slightly

concussed. He was trephined shortly after admission, considerable depression
'

and much splintering of the bone being found. The dura mater was not
injured. The patient did well for a fortnight ; the wound healed, and the

temperature remained normal ; he then began to get restless and excited, then
delirious, and finally became violently maniacal ; he was eventually removed
to a lunatic asylum, (ii. 2079.)

Four patients died.

A man, aged 57, fell off a waggon on to his head ; he was somewhat stunned,

but able to walk to the hospital ; he had two lacerated scalp wounds just to

the left of the middle line. Six hours later he was unconscious, and breathing

stertorously. There was rigidity of the right side and inequality of the pupils.

Three hours later trephining was performed, first on the left temple where

nothing abnormal was found, then in the right temple where a considerable

blood clot was discovered between the dura mater and bone ; a large piece of

loose bone was removed, and the posterior branch of the middle meningeal

artery was tied ; a fracture was found to extend downwards into the middle

fossa of the skull. After the operation the patient became more and more
comatose, and next day he died, the temperature rising to 105-8°. The post-

mortem showed a fracture running from the parietal eminence of the middle

fossa on the same side. There was no obvious laceration of the brain. No
further htemorrhage had occurred, (ii. 2394.)

A man, aged 42, fell off a cart on to the back of his head. On admission

he was conscious, but dull. There was a scalp wound in the occipital region.

He gradually became comatose. Three days after the accident he was
trephined over the left occipital region ; a fissure was found, but no depression.

He died shortly after the' operation. The post-mortem showed a fissured

fracture of the vault on the right side and a large extradural clot ; there was
much laceration of the brain, (ii. 1435.)

A man, aged 54, was found unconscious in the street ; when brought to the

hospital he was able to walk, but was very stupid. There was a small scalp

wound, but no signs of fracture. Three hours later he suddenly became
unconscious, and began to have twitchings of the right arm and leg. Three

hours later still he was trephined in the left parietal region ; a fissured fracture

was found ; the posterior branch of the middle meningeal artery was found

torn, and was tied. There was also a rent in the lateral sinus, which was
plugged. Death occurred three hours later, and at the post-mortem the

fracture was found to extend downwards to the centre of the left middle fossa

of the skull, (iii. 753.)
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A woman, aged 69, fell down some stone steps, was picked up unconscious,

and brought to the hospital at once. She soon developed a large hsematoma
in the I'ight parietal region ; no fracture could be felt. There was some
rigidity of the limbs, but no paralysis anywhere. On the third day she was
still unconscious, and slight right facial paralysis was the only new feature of

the case. Trephining was performed over the motor area, but nothing abnormal
was found. The patient died a few hours later. The post-mortem showed a

linear fracture of the right parietal and frontal bones running just below the

trephine hole ; there was no extradural hasmorrhage, but there was much
laceration of the left temporo-sphenoidal lobe and extravasation of blood

within the dura. (iii. 1624.)

For Traumatic Jacksonian Epilepsy.—Two patients were trephined
;

both recovered,

A meat porter, aged 39, had, two years previously, been in the hospital for

three months for an injury to the right parietal region. Three months later

he had his first fit, and since that time fits had recurred with increasing

frequency, at first once a fortnight, latterly several times a day. The fits

affected the left arm and leg, and were not accompanied by loss of conscious-

ness. There was some weakness of both these limbs, with a certain amount of

spastic rigidity and increase of reflexes. There was miich scarring and
irregularity of bone in the right parietal region. Trephining was performed
over the right arm centre, and a whitish mass as large as a pea was found on
the surface of the brain. This was excised and found to be inflammatory
(possibly gummatous) in nature. The patient made a good recovery, and left

the hospital forty-four days after the operation, quite well, and having had only

a few slight fits. (iii. 3748*.)

A man, aged 52, was admitted with aphasia and a suppurating scalp wound
of nine days' duration. He had fallen down while drunk. Two days later he
became aphasic, and subsequently very violent. After admission he had
several epileptiform fits involving the face and arm of the side opposite to the

injury. Nine days after admission he was trephined a little in front of the

lower part of the fissure of Kolando, and an intradural clot of blood about an
inch in diameter was found and removed. No fracture of the skull was at any
time detected. The patient rapidly improved, and although a few more fits

occurred afterwards, he was nearly well when he left the hospital, two months
after the operation, (iv. 1284.)

For Meningeal Hemorrhage.—A post office servant, aged 26, at 4 a.m.

was struck on the head by a heavy bag ; he was partially stunned for a few
moments, but did not seem much the worse. He complained of a little

headache, but was able to resume his work in the afternoon at the usual hour

(4 p.m.). At 7 p.m. he complained of a sudden faintness and a feeling of
" something bursting in his head." He went to another hospital, but was not

considered bad enough for admission. A few hours later he was admitted in

an unconscious state, but not able to answer questions. His left side was
partially paralysed, and there was considerable rigidity. On the following day
he was quite comatose ; the left side was still paralysed, and there were
twitchings of the right side ; the left pupil was larger than the right. He
was trephined over the right fissure of Rolando, and a little blood was let out

from beneath the dura mater. The brain was punctured, and about an ounce

of blood let out from a cavity thought to be the lateral ventricle. Eespiration

ceased during the operation, and although the patient was kept alive for four

and half hours by artificial respiration, he never breathed again naturally.

The post-mortem showed no fracture of the skull, no extradui'al hiemoiThage,

a little hjemoriiiage into the subdural space, and a considerable hemorrhage
into the right cerebral hemisphere, just below the cortex and to the outer side

of the right lateral ventricle. Tlrere was no clear evidence to show whether
it was traumatic or spontaneous, but it wds probably the former, (i. 1219.)
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Elevation of compound depressed fracture.

Two boys, aged 7 and 8, both kicked by horses, made excellent recoveries

after this operation, (iv. 1354 and 1969.)

A railway porter, aged 68, was knocked down by an engine and admitted

unconscious ; several pieces of loose bone were removed at the operation. He
never regained consciousness, but died in twenty-two hours. The post-mortem

showed the fracture to be quite local ; there was no meningitis or intracranial

hfemorrhage or laceration of the brain, (i. 3575.)

Pinning fractured bones.

This case is described under amputation through the thigh. (Male iv. 728.)

Wiring fractured bones.

Femttb.—The case just mentioned was subsequenty treated by wiring, and
is described under amputation, (iv. 728.)

The only other case is also described under amputation through the thigh.

(Male V. 3224*.)

Oleceanon.—A boy, aged 14, with a compound fracture of the olecranon,

underwent a successful wiring operation on the day after the injury, (ii. 1898.)

Patella.—(Peimaey.)

Eleven men and three women underwent primary wiring of the patella.

A builder, aged 38, was admitted with an ordinary transverse fracture of

the patella ; on the eighth day after admission, and the ninth after the accident,

the joint was freely opened by a vertical incision, the blood removed, and the

fragments united by two silver wires ; one of the wires cut through the bone
as it was being tightened and had to be re-inserted. On the day after the
operation an attack of pneumonia began, and lasted a week ; after this the

patient did very well. On the twenty-sixth day after the operation the leg

was put in plaster. Seventeen days later passive movements were begun.
The fragments were firmly united. The patient left the hospital on the

seventy-sixth day after the operation. When seen a month later he could walk
excellently, and there was little or no pain or stifEness. (iii. 3697*.)

A carman, aged 46, with a similar fracture, underwent wiring on the fifteenth

day ; the operation was delayed on account of delirium which was present in

the first few days. Two silver wires were inserted sagitally, and the joint

drained for two days. Primary union occurred, and the patient was discharged
with the leg in plaster of Paris on the eighteenth day after the operation,

(iii. 1779.)

A porter, aged 34, was treated similarly with one wire on the ninth day.
Primary union occurred ; the patient was allowed up on the twenty-eighth
day, and went out next day, able to bend his knee through an angle of 30°.

(iv. 1653.)

A gasfitter, aged 31, was admitted with a simple transverse fracture caused
by direct violence, On the eighth day the patella was sutured with a single

stout silver wire passed sagitally through the fragments. Primary union occurred
without any trouble, and the knee was put in plaster twenty-four days after

the operation, the patient leaving the hospital thirteen days later, and discon-

tinuing the plaster ten days later still. For five months he got about with the

knee nearly stiff. He was then readmitted for massage and treatment by hot
air bath. The fragments appeared to be soundly united, and the patella was
fairly moveable laterally, although the knee could be flexed only slightly. A
month after admission, while the knee was being manipulated under gas, the
patella broke again (see Appendix I., p. 144, iv. 2364). (iv. 229.)
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An ironmonger, aged 18, was admitted fifteen days after breaking his patella

by jumping ; eight days after admission the fragments were united by a single

wire passed sagitally. For the first ten days there was slight elevation of

temperature and a good deal of serous fluid exuded from the wound ; on the

sixth day a small drainage tube was inserted ; there was considerable swelling

of the knee and leg. A month after the operation, fomentations were applied

to the knee. A fortnight later the wound had healed, and soon afterwards the

knee was put in plaster. The patient left the hospital on the sixty-ninth day
after the operation, quite well, but with much stiffness of the knee. (iv. 672.)

An accountant, aged 40, was admitted with a recent fracture of the patella.

He had broken the same patella in different places seven and eight years

previously. On the third day a wiring operation was performed, the recent

and one of the old fractures being sutured with silver wire. The joint was
drained for two days. The patient made a excellent recovery, and left the
hospital on the twenty-sixth day after the operation. When seen again a
month later there was fair movement in the joint, and the patient could walk
well without a stick, (v. 1389a).

A barman, aged 35, addicted to drink, was admitted with a recent fracture

of the left patella and an old one of the right. Twelve days after admission
(the delay being due to the patient's general condition), the left patella was
sutured with two silver wires. The skin incision in this case was transverse.

On the thirteenth day the splint was removed, on the twenty-third the
patient was allowed up, and ten days later he left the hospital, walking well
without a stick, (v. 1 706.)

A traveller, aged 36, with a recent transverse fracture, caused by direct

violence, was treated on the fourth day by suture with one wire ; he was
discharged on the twenty-eighth day, able to get about, but with the knee
somewhat painful and swollen, (iv. 2143.)

An undertaker, aged 39, was treated in a similar manner on the fifth day,
and discharged on the thirty-fourth, (i. 3254.)

A horsekeeper, aged 42, was treated in a similar manner on the seventh
day, and discharged on the thirty-seventh. Some weeks later there was
considerable stiffness and tenderness around the wire, which could be both
seen and felt. (i. 2704.)

A decorator, aged 44, was treated on the eighteenth day by a single wire
passed coronally through the fragments. He was discharged on the
thirty-fifth day, able to bend the knee to a considerable extent, (ii. 2711.)

A woman, aged 42, was admitted two weeks after the injury and sutured, a
fortnight later still, by two wires passed sagitally ; she was discharged three

weeks after the operation. She was readmitted later with much stiffness

about the knee. (ii. 1483 and 1968.)

A woman, aged 44, was sutured on the twenty-sixth day with a single wire
passed sagitally. Good primary union occurred, and the patient was discharged
on the thirty-third day after the operation ; there was then a little movement
in the knee. (iv. 1851.)

A woman, aged 45, was treated in a similar manner on the second day, and
had good movement when discharged on the twenty-fifth day after the
operation, (iv. 1525.)

Secondary.—A barber, aged 38, was admitted with a double transverse
fracture of the patella ; the lower fractiu'e had been produced eleven years ago,
and was united by half an inch of thick fibrous tissue ; the upper fracture was
three months old, and had apparently not been treated at all ; it showed little

or no sign of union, the fragments being two inches apart ; they could not be
approximated. A single wire was passed coronally through all three
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fragments ; the opposing surfaces of the two upper fragments were freshened,

but not the others. The upper fragments were just brought into apposition

by dint of much traction. Primary union occurred, and when the patient

was discharged, twenty-five days after the operation, he could bend tlie knee

about 20°. pi. 2558.)

A woman, aged 41, was admitted with a recent fracture of the left patella,

and a fracture of the right patella ten months old. The latter had been

treated at home by lotions and rest in bed for fifteen weeks (no diagnosis of

fracture having, apparently, been made). The recent fracture was treated by
plaster of Paris, and the old one, a month after admission, by wiring

;
the

fi-agments, which were three-quarters of an inch apart, were u.nited by a single

wire passed coronally through the fragments. Primary union occurred, and
the patient left the hospital with both knees in plaster, on the thirty-sixth

day after the operation, (ii. 732.)

A woman, aged 39, with a fracture ten months old, was treated by a single

wire passed sagitally ; she left the hospital thirty-three days later with the

knee in plaster, (iv. 833.)

All these operations, both primary and secondary, were open ones, and the

fracture in every case was simple and transverse.

Tibia.—A boy, aged 9, with an ununited fracture of the tibia of six years'

duration, did well after removal of a wedge of bone and wiring of the

fragments, (i. 1018.)

A man, aged 23, was admitted with a very bad compound fi-acture of the

tibia, with much comminution. An attempt was made to save the limb ; a

primary wiring operation was performed, and although extensive necrosis

followed, the patient made a good recovery and kept his limb. (v. 607.)

Laminectomy.—A paperhanger, aged 56, was caught by machinery and
pitched on to his head. When admitted he had complete paralysis of all

muscles below the shoulder ; there was pain and swelling in the lower cervical

region. The knee jerks, at first absent, retm-ned in a few hours. In the

course of the next few mouths some power was regained over the limbs, but

the patient then began to suiier much from pain and spasmodic contractions

of the muscles, and he emaciated greatly. Six months after admission

laminectomy was performed in the hope of relieving him of his pain. The

operation was partially successful in this respect, but the pain eventually

returned, and the patient died one month after the operation. The post-

mortem showed a fracture dislocation between the seventh cervical and first

dorsal vertebras, with displacement of the former forwards. The cord had

been compressed, but not completely crushed, (ii. 2009*.)

Transplantation of tubercle of tibia.

The girl, aged 15, who had undergone excision of part of the capsule of

both knee joints on account of dislocating patellBe (see p. 187, v. 66), was

readmitted a few weeks later with recurrence of the symptoms. The tubercle

of one tibia was transplanted to a lower position, with a good result, (v. 1009.)

OPEEATIONS ON JOINTS.

The only death was after an ekasion of the knee. The patient was a

boy, aged 12, who for four years on and ofE had had considerable thickening

of the synovial membrane of the knee, but no external suppuration. All the

synovial membrane was freely cut away ; there was pus in the joint and much
ulceration of the cartilages. The boy was greatly collapsed after the operation,

and died a few hours later. The post-mortem threw no further light on the

cause of death, (iii. 1520.)
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Excision of capsule of knee.

A girl, aged 14, was admitted on account of looseness of both patellse,

which fi'equently became partially dislocated and caused her to faU. These
symptoms had lasted six years. Both patella were found to be unnaturally
moveable. An elliptical piece of capsule, two and a half inches by two-thirds
of an inch, was remoTed from the inner side of each knee ; the joints were not
opened. The patient made a good recovery, and left the hospital on the
thirty-fii-st day after the operation. Two months later she was readmitted, and
underwent a further operation (see Transplantation of tubercle of tibia),

(v. 66 and 1009.)

AMPUTATIONS FOE INJURY.

Primary.

Aem.—Two men, aged 33 and 2-1, crushed by machinery and in a lift

respectively, made good recoveries. The latter had to be transfused with three
pints of saline solution on the day after the operation, (iii. 3360 and iv. 1976.)

FOEEAEM.—Both were machinery accidents, (i. 1042 and ii. 2427.)

There were no primary amputations of any part of the lower limb larger

than a toe.

Secondary.

Aem.—A felt-roller, aged 1.5, was badly crushed by machinery ; the
musculo-spiral nerve was torn across. An attempt to save the arm was
followed by cellulitis and by amputation on the seventy-second day ; the
patient then made a rapid recovery, (iv. 579.)

Thigh.—A female machinist, aged 20. had been run over by a van, and
was admitted with a compound fi'acture of the tibia, involving the knee
joint and accompanied by much laceration of the soft parts about the knee

;

there was also a simple fracture of the lower third of each femur. The wound
was thoroughly cleansed, sewn up and drained, and an attempt made to save
the limb. Suppuration, however, took place ; the skin sloughed ; incisions

were made, but the temperature remained high ; on the ninth day amputation
was performed through the middle of the thigh, but the patient, who was
desperately ill before the operation, died a few houi's later. The post-mortem
showed the usual signs of septicsemia. (v. 1866.)

A painter, aged 58, fell from a window and sustained a simple fi'actm-e of

the femur at the junction of the middle and lower thirds. He was treated

with extension and a long splint. The man appeared to be in rather feeble

health. Three weeks after admission, as no signs of union had occurred, the
bones were ruljbed together and the limb placed on an anterior splint. Five
weeks later the Listen's splint was reapplied, together with a toui-uiquet to

keep the fi'agments together. Still no union occurred. On the one hundred
and nineteenth day after admission a wiring operation was performed. The
fi-agments were found overlapping with muscle between them ; this was
cleared away and the fi'agments united laterally, one wire passing through
them and one encircling them. The patient did badly after the operation

;

the wound suppurated, and the patient went steadity dowmhill. On the
thirtieth day after the wiring operation the thigh was amputated, but the
patient gradually sank and died three weeks later, five and a half months
after admission. Examination of the limb shov\ed that very little callus had
formed ; the wires had cut deep gi'ooves into the bones, and had become quite

loose. The post-mortem threw no further light on the case. (v. 3224*.)

A soldier, aged 27, was admitted for an ununited fi'actiu'e of the femur a

little below the middle, caused by being thrown out of a cart five months
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previously. The fracture had been a compound one, and had been treated

elsewhere by splint and extension for nine weeks. The patient seemed quite

healthy in all other respects. There was much overlapping of the fragments.
An incision was made down to the seat of fracture, and the bones united by
two buried steel pins. More than two inches of bone were resected. The
wound did well and the temperature remained normal, but the fracture did
not unite ; three months later another operation was performed, the bones
being wired together ; but as this also failed to produce union, the limb was
finally amputated just above the seat of fracture. The patient made a good
recovery, (iv. 728.)

AMPUTATIONS FOE DISEASE.

Among forty-six amputations for disease four deaths occm'red ; all these

were after amputation of the leg for gangrene.

Arm.—For Sarcoma.—A woman, aged 39, underwent amputation for a
recurrent sarcoma of the forearm ; it had been removed locally at another
hospital a year previously, (ii. 2199.)

For Tubercle. -A man, aged .58, made a good recovery after amputation
for extensive tuberculous disease of the elbow, (v. 1393.)

Forearm.— For Recurrent Sarcoma of Eadius. — This case has

akeatly been described under excision of radius (p. 178). (Female v. 2509.)

Hip.—The only case was that of a girl, aged 18, who had ah-eady undergone

amputation through the upper third of the thigh for periosteal sarcoma of the

femur (see 1896 Report, p. 169), and was readmitted six months later with

recurrence in the stump ; disarticulation of the stump at the hip joint was
followed by speedy recovery, but when seen again ten months later extensive

recurrence had taken place, (v. 790.)

TMgli.—For Septic Arthritis op Knee.—A feeble, delicate boy, aged 4,

was admitted with an acute septic arthritis of the knee, which had supervened

upon a wound inflicted one week previously. The joint was immediately

opened, washed out and th-ained. As the suppuration continued and the

l)atient became gradually worse and worse, amputation through the middle of

the thigh was performed on the eighteenth day after admission. Although

the child was extremely ill at the time and actually suffering from pericarditis,

he made a rapid and complete recovery, and left the hospital on the forty-seventh

day after the operation, (iii. 2533.)

Leg.—A blacksmith, aged 46, was admitted with a large chronic ulcer
of the leg of ten years' duration. In the centre was a very prominent rounded,

firm, rather smooth mass about as large as a hen's egg. This mass had been

growing for four years, and was at first thought to be malignant
;
the glands

in the groin were enlarged. The leg was amputated below the knee.

Microscopical examination showed that the tumour consisted only of dense

fibrous tissue. The glands also showed only inflammatory changes. The

patient made a good recovery, (iii. 1449.)

A waiter, aged 36, underwent amputation through the lower thij'd for

Charcot's disease of tiie ankle of about two years' dui-ation. The

arteries had very thick walls ; secondary hemorrhage took place on the third

day and tlie flaps sloughed, but the wound granulated up, and the patient left

the hospital three months later with the wound nearly healed, (iv. 1631.)

For Gangrene, amputation was performed six times.

Two patients recovered. - . — . ._ .
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A cook, aged 22, was admitted to a medical ward with headache, vomiting,
high temperature and other symptoms, which had lasted altogether about
eight days. The diagnosis was at first doubtful, lying between ulcerative
endocarditis and typhoid fever. Eventually the latter diagnosis was made.
The patient was very ill. On admission there was oedema of both calves,

followed by anesthesia, and, a week after admission, by gangrene of both feet.

Two months after admission she was transferred to a surgical ward ; at that
time there was well-marked dry gangrene of both feet, extending upwards on
the left side to the malleoli on the right to the middle of the foot ; the line of
demarcation was very well marked. The left leg was amputated through the
lower third, and Chopart's amputation was performed on the right foot. The
patient made a good recovery, and left the hospital five months after

admission, (ii. 2679.)

A woman, aged 54, had had for two years coldness and numbness of the
left foot, and for two weeks pain and swelling of the second toe. On
admission the patient had a trace of sugar in the urine ; the gangrene slowly
spread to other toes. Three weeks after admission amputation was performed
through the lower third of the leg. The patient made a good recovery, and
left the hospital two months after admission, (ii. 27.52*),

Four patients died.

A blacksmith, aged 52, had first noticed blackness of one toe five weeks
previously. A fortnight later this was removed locally, outside the hospital

;

the wound made no attempt to heal, and the gangrene extended into the sole

of the foot. In this condition the patient came to the hospital. He was
suffering from glycosuria (gr. x.— xxiv. of sugar to the ounce), but not from
excessive hunger or thirst ; there was some polyuria (about fifty to ninety oz.

daily). There was considerable inflammation about the foot, and foul

suppuration about the subcutaneous tissue of it. The patient's general
condition becoming worse, amputation was, after a consultation, performed
just below the knee, on the twenty-fifth day after admission. The flaps,

however, sloughed, and the patient gradually sank, dying on the twenty-sixth
day after the operation. There was no post-mortem, (v. 2723.)

A Frenchman, aged 60, but looking much older, was admitted with typical

dry gangrene of the right foot ; there was a well-marked line of demarcation
at the ankle and slight redness and oedema of the leg for two inches above
this. There was no albuminuria or glycosuria. Five days after admission a
dark spot of threatening gangrene was noticed in the tee of the left foot.

Amputation was on that day performed through the middle of the right leg

by anterior and posterior flaps. The patient's condition, however, did not
improve, the flaps sloughed, and he gradually sank and died on the fifteenth

day after the operation. The post-mortem showed extensive atheroma of the
arteries and old infarcts in the kidneys, (ii. 1862.)

A gardener, aged 71, was admitted with dry senile gangrene of one toe of

one month's duration. There was extensive atheroma of the arteries, but no
glycosuria or albuminuria ; the gangrene slowly spread into the foot, and as

the man's general condition became worse, and he suffered great j^ain,

amputation was performed by lateral skin flaps through the upper third of

the leg on the twenty-third day after admission. For a few days the patient
seemed to do fairly well, but then the flaps sloughed, the temperature began
to - rise, and the patient sank and died on the eighteenth day after the
operation. There was no post-mortem, (iv. 2753.)

The fourth case, that of the man who died after amputation for gangrene
set up by an operation for flatfoot, has already been described under the latter

heading (p. 174, i. 334).

Penis.—Performed six times for epithelioma. One patient was a man
aged only 30. (iii. 1401.) A man, aged 69, had much dementia after the
operation, (v. 593.) All recovered.
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OPERATIONS ON THE BREAST.

Inflammatory affections.

A woman, aged 35, with chronic mastitis, thouglit at first to be malignant
disease, underwent partial amputation of the breast, (v. 1081.)

A woman, aged 45, who had been confined one year previously, was
admitted with a swollen and inflamed breast. The infiammation had lasted

three months, and there were sinuses. The latter were laid open, scraped and
drained on several occasions, but as healing did not occur the whole breast

was eventually amputated, and the patient made a speedy recovery, (iv. 553.)

A woman, aged 41, with chronic mastitis with numerous cysts, underwent
amputation of the whole breast with a good result, (ii. 246.)

A single woman, aged 46, had had for several months some irritation about
one nipple, and for two weeks had been aware of a slightly painful lump in

the upper and outer part of the breast. She was found to have a hard, slightly

nodular swelling as large as an ordinary plum. It was not adherent to skin

or muscle ; the glands in the axilla were slightly enlarged. The tumour was
thought to be malignant. The whole breast and most of the great pectoral

muscle were removed, and the axilla, which contained some slightly enlarged

soft glands, was cleared out. When the tumour was cut into, it was found to

be an abscess with much hard tissue around it. The latter when examined
microscopically was found to be purely inflammatory, (iii. 1709.)

A married woman, aged 34, who had had six children, the last two years

ago, had noticed for eight weeks a hard and somewhat painful lumjj in the

breast. In the lower and outer half of the right breast was a hard tender

well-defined swelling, not adherent to skin or nipple. There was an enlarged

gland in the axilla. When cut into, the lump was found to contain a drop or

two of pus, but the hardness around was considered to indicate scirrhus, so the

whole breast and axillary glands were removed. Microscopically, the tumour
proved to be tuberculous. The patient made a good recovery, (ii. 1491.)

G-alactocele.—Eemoved locally from a woman, aged 26. (iv. 2353.)

Amputation of whole breast for Carcinoma.—Sixty-five women
underwent this operation ; in sixty-three cases the axillary glands were also

removed at the same time. One patient died.

A woman, aged 65, had had a lump in the breast for eighteen months, for

five months it had been ulcerated. On admission the tumour was of moderate
size, not adherent to the pectoral muscle, but surrounded by a good deal of

inflammatory redness, which subsided after a few days. The whole breast

and the axillary glands were then removed. The wound suppurated, and the
patient died on the nineteenth day after the operation. The temperature
remained between 100" and 101° almost constantly after the operation. At
the post-mortem some suppuration was found in the axilla. The removal had
been complete ; no growth could be found in any part of the wound nor in

the glands, nor in any other part of the body. There was some chronic
interstitial nephritis, (v. 2887*.)

Of the sixty-four cases that recovered, the only ones worthy of special
mention were the following :

—

A woman, aged 53, was found to have in different parts of the amputated
breast a mass of carcinoma and a fibro-adenoma. (iv. 1857.)

A woman, aged 61, became insane after the operation, (iii. 627.)

A woman, aged 58, who had undergone a very extensive operation for
removal of the whole breast, pectoral muscle, &c., left the hospital on the
nineteenth day after admission, having apparently quite recovered ; but she
died of syncope on the way home. (v. 1542.)
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A woman, aged 34, was admitterl with an ulcerated swelling of the breast.

Bight ironths previously she had weaned a child ;
the breast previously

healthy, did not involute normally, but remained hard on the surface. Ihree

months later the breast became painful and inflamed, and then, before

admission, the breast became ulcerated ; at the same time the axdlary glands

became enlarged. On admission the right breast was large, hard and tender.

Just above the nipple were two openings with undermined edges, discharging

pus There was considerable induration of the underlying breast ana the

axillary glands. At consultations, opinions were divided between tuberculous

disease and carcinoma. The case loolml like one of tubercle, but/eZ^ more

like carcinoma. It was found to be the latter, and the whole breast and

glands were removed, with a good result, (iv. 1077.)

A widow, aged 55, was admitted with a scirrhus, which had been noticed

for ei-ht months. She was also the subject of well-marked myxoedema, which

had been present about a year, but for which she had had no previous

treatment. After ten days thyroid treatment, the whole of the breast was

removed ^vlth the axillary glands ; there was no unusual amount of shock or

haemorrhage, and the patient made a good recovery, leaving the hospital on

the twenty-fifth day after the operation. The thyroid treatment was continued

throughout, and the symptoms of myxoedema became much less marked,

(iii. 2846*.)

The two cases in which the axillary glands were not removed were those of

women, aged 45 and 68. (i. 1309 and 2094.)

Partial amputation for Carcinoma was performed only once during

the vear The patient was a woman, aged 59, with a scirrhus of two months

duration at the outer part of the breast ; the axillary glands were removed.

(i. 265.)

Local removal of Carcinoma.—A woman, aged 42, was admitted with

a small soft tumour of the breast ; it was removed locally, and found to

consist of broken-down caseous material ; it was believed to be inflammatory,

but microscopically proved to be carcinomatous, (ii. 1916.)

A woman, aged 58, was admitted with a rounded swelling of four months'

duration in the lower part of the breast; the skin over
_
it was red and

adherent When cut into the tumour was found to be breaking down m the

centre, and was thought to be tuberculous. It was treated by local removal,

but microscopical examination showed carcinoma. The wound healed, but

the patient returned six weeks later with recurrence, and the breast was then

amputated, (i. 1680 and 1989.)

There was one other case of a woman, aged 64, in whom a local removal

only was performed, (i. 2169.)

Local removal of recurrent Carcinoma was performed six times

upon the breast alone, twice upon glands alone, and twice upon breast and

glands. There were no deaths.

Duct Caecinoma —In three cases the whole breast was removed with the

elands : in the fourth a local removal only was performed, as the growth was

thought to be fibro-adenomatous until it had been examined microscopically.

(v. 2220.)

REMOVAL OP TUMOURS.

Cysts.

Dermoid.—In all five cases the tumour was in the neck. (Ovarian

dermoids not included here.)
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Hygroma.—Two in the neck, one in the axilla.

Adenoma.

Tongue.—A woman, aged 19, was admitted for a tumour at the root of the

tongue. For fifteen years she had had some difficulty in articulation, and
recently also in breathing. In the middle line of the tongue, just in front of

the epiglottis, was a raised smooth elastic tumour, about an inch in diameter.

The tongue was pulled well forward, and the growth removed by enucleation.

It consisted of adenomatous tissue with a good deal of mucoid tissue, and
microscopically the tumour showed some resemblance to thyroid tissue. The
patient made a good recovery, (iv. 293.)

Fibroma.

Back.—A girl, aged 9, was admitted with a smooth rounded tumour,
deeply seated in the lumbar region beneath the erector spine muscle. It was
removed, and proved to be attached to the lamina of a lumbar vertebra.

Microscopically, it was found to consist of ill-formed fibrous tissue. It was
apparently a congenital tumour. The child made a good recovery, (i. 1969.)

Bronohocele.—Five cases of innocent bronchocele (adenomata or

cystic adenomata) were treated by intra-glandular enucleation. All

recovered. They were :

—

A girl, aged 15, who had a cystic adenoma as large as a hen's egg ; it had
been noticed five months ; there was no dyspnoea, (v. 2327.)

A woman, aged 22, with a cystic adenoma as large as a walnut, which had
been noticed ten years ; about one-third of the tumour proved to be solid.

(iv. 1028.)

A woman, aged 25, with a cystic adenoma, three-fourths of which proved to

be solid, (iv. 1526.)

A woman, aged 25, with a cystic adenoma, (i. 1674.)

A woman, aged 32, with numerous small cysts and adenomata ; they were
treated by multiple enucleation, (v. 1883.)

A boy, aged 13, with an encapsuled adenoma, which had existed six months,
but had caused no symptoms, was treated by extirpation of the left lobe of

the gland. He made a good recovery, (iii. 2645.)

Three patients with parenchymatous goitre.

A woman, aged 29, was admitted with a bilateral goitre of five years'

duration ; of late it had produced some dyspnoea and dysphagia. The right

lobe was extirpated, the wound drained for one day, and the patient made an
excellent recover}'-, leaving the hospital fifteen days after the operation. The
goitre was parenchymatous, with a few small cysts, (iii. 1573.)

A woman, aged 21, with a similar goitre of three years' duration, which had
caused some dyspnoea for one yeai, made a good recovery after a similar

operation, (iv. 1701.)

A married woman, aged 35, had had a bilateral parenchymatous goitre for

twenty-four years ; for one year she had had considerable dyspncea. Six
months ago she had been in the hospital for the same complaint, but on
account of pregnancy it was thought best to treat her temporarily with iodine

and thyroid extract, which diminished the dyspnoea and the size of the goitre.

Recently she had had more dyspnoea. The right lobe was removed by
extirpation, together with a prolongation from its lower horn, which passed
down behind the sternum. The patient made an excellent recovery and left
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the hospital on the niaeteenth day after the operation, quite well, free from
her dyspnoea, and with the wound soundly healed, (iv. 69.)

There were no operations during the year upon exophthalmic or malignant
goitres.

Epithelioma.

—

Floor of Mottth.—A man, aged 65, made a good
recovery after removal of the growtli by an operation in which the lower jaw
was divided and both Unguals tied. (iii. 1361.)

Forearm.—A man, aged 38, had for eleven years worked a coal tar

machine, his duty obliging him to be constantly handling hot anthracene.
For eighteen months he had had on both forearms numerous small raised red
papules. In the last three months three of these had grown considerably,

forming hard raised ulcerated masses about half an inch in diameter. These
growths were removed by operation, and found to be typical squamous epithe-

liomata. The patient made a good recovery, but three weeks after leaving the
hospital he returned with another similar growth on the forearm. This was
removed in the Surgery, with a good result. The patient said that " a few years

ago three of his mates doing the same work had died of growths, one on the

forehead and two on the testicle " (? scrotum). A fourth workman had
recently had a similar growth removed from the forearm, (iii. 1641.)

Scrotum.—The only case was that of a chimney sweep, aged 70. (iv. 453.)

Rodent Ulcer.—A woman, aged 52, was admitted with a rodent ulcer of

the chest wall of twelve years' duration ; it was situated just below the

clavicle, and measured five by two and a half inches. It was removed, and
the wound covered in by an immediate plastic operation, with a good result.

(v. 632.)

Sarcoma. —Back.—A man, aged 35, was readmitted with a recurrent

fibroid, which was removed. He underwent seven operations in eight years.

(i. 3154A.)

Tibia.—A servant, aged 23, was admitted with a small myeloid sarcoma of

the head of the tibia. Three months previously she had first noticed pain and
stiffness in the knee, followed two months later by a visible swelling. Over
the inner tuberosity of the tibia was a slightly raised swelling, some two and a
half inches in diameter, painless and tolerably well defined. It was thoroughly
scraped away, and the patient made a good recovery, leaving the hospital on
the sixty-fifth day after the operation with the wound soundly healed,

(iii. 2647.*)

Forearm.—A man, aged 48, was admitted with a large prominent soft

myxosarcoma of a little more than two years' duration, springing from the
fascia of the back of the wrist aad lower part of the forearm. It was removed
locally, with a good result, (ii. 3349.)

GtLANDS.—A woman, aged 66, was admitted with a large mass of melanotic

sarcoma in the glands of the left axilla ; the disease was apparently secondary
to a growth on the hand, which had first appeared twenty years previously,

and had been removed three times, seventeen, fourteen and ten years ago, at

another hospital, and had then been pronounced to be sarcomatous, (ii. 2236.)

Muscles.—A woman, aged 30, was admitted with a small recurrent

sarcomatous growth in the thigh. Nine years previously a sarcoma had been
removed together with most of the sartorius muscle ; two years ago a small
recurrent growth had also been removed, (iv. 2196.)

A primary sarcoma of the tibialis anticus was removed from a man, aged 40.

(v. 3454.)
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A remarkable case was that of a groom, aged 51, who was admitted for a

tumour of the iipper half of the left sterno-mastoid. It had been first noticed

six months before, and had been growing steadily ever since. Four months
ago an incision had been made into it at another hospital, but such profuse

haemorrhage occurred that the attempt to remove it was abandoned, (v. 1445.)

On admission the man's general health seemed good ; in the region

mentioned was a prominent soft rounded very elastic mass, as large as a

cricket ball ; the tumour was evidently extremely vascular, as its size could be
very materially reduced by pressure. The skin over it was red and adherent.

There were no enlarged glands, and no evidence of disease elsewhere coiild be
found. Tlie tumour was therefore removed, but the operation proved very
severe, chiefly owing to venous hfemorrhage, and the patient died within an
hour of its completion. The post-mortem showed another similar mass of

gi-owth of the same size in the left kidney, and there were numerous small

secondary nodules in the heart, pleura and lungs. It was doubtful whether
the tumour of the kidney or that of the sterno-mastoid was the primary
gi'owth, but probably the latter was. The tumour was a round-celled sarcoma.
(v. 1445.)

Nasal Septum.—A chair maker, aged 56, had had for eleven months
obstruction in the nose, and for three months occasional epistaxis. The nose
was opened freely, the upper jaw turned outwards, and the tumour, with a
considerable portion of the septum, was removed. The tumour was a sarcoma
The patient recovered, (v. 2441.)

Perineum.—A clerk, aged 37, had had for eighteen months pain on sitting
;

for six months he had noticed a swelling which had gradually been increasing

in size. On admission there was a deep-seated swelling on the right side of

the perineum, apparently attached to tire ischium. It was removed, and found
to be a firm encapsuled tumour involving the crus and ischium ; the bone was
scraped ; the patient recovered, but was readmitted three months later with
recurrence unfit for furtlier operation ; he was then treated with Coley's

fluid without any benefit, (v. 2107 and 3172.)

Synovial Membrane.—The man whose case is recorded on p. 177 of last

year's report was readmitted with further recurrence. Eventually amputation
of the thigh was performed, (iv. 2758.)

OPERATIONS ON THE TONGUE.

Sixteen operations were performed for the removal of epithelioma,
including five cases of mere local removal ; in six of these cases the glands
were removed at the same time.

There was one death.

Excision of whole tongue.—A labourer, aged 62, was admitted with an
epithelioma of the floor of the mouth and under-surface of the tongue. It

had been noticed about six weeks. An incision was made along the rami of

the jaw from angle to angle, and the anterior three-fourths of the tongue
removed. Som.e bone was also cut away from the back of the body of the
lower jaw ; the afliected lymphatic glands on both sides were also removed.
The patient made a good recovery, and left the hospital on the twenty-sixth
day after the operation. He was completely relieved of his pain and much
the better for the operation, but when seen again, a month later, recurrence of

the disease had already occurred, (v. 376.)

A sailor, aged 58, was admitted with epithelioma of the floor of the mouth
and under-surface of the tongue of ten months' duration. The tongue was
somewhat fixed, and glands were affected on both sides. A V-shaped incision

was made beneath the chin, and the anterior three-fourths of the tongue
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removed. Recurrent hfemorrhage an hour after the operation necessitated
re-opening of the wound. The patient did fairly well for about three days,
then he began to go downhill, and he died on the ninth day after the operation.
The temperature after the operation was generally about 100"

; there was
much trouble in feeding, and the discharge from the wound was somewhat
foul. There were no definite signs of pneumonia. There was no post-mortem.
(v. 169.)

Excision of one lateral half, together with the glands, was performed
five times upon male patients, aged 44, .52, 55, 50 and 52 (iii. 1834, 2789, 3208
iv. 2552, V. 2562). All made good recoveries.

Without removal of glands, an otherwise similar operation, was perforrmed
upon four male patients, aged 46. 60, 60 and 77 (i. 2351, ii. 2131, v. 2954 and
iv. 33.)

All these recovered from the operation and left the hospital ; in the last

case, however, the disease involved also the floor of the mouth, and within a
few weeks the patient was readmitted with recurrence, for which no further
operation was undertaken.

Local removal of epithelioma was performed upon four men, aged 56, 59,
67 and 58 (one of these was in twice), with good results, (ii. 591, 2102 and
2482, iv. 1392, 2319.) One of these patients (ii. 2482) was subsequently
readmitted, and underwent partial removal of the jaw. Qi-v., ii. 3014.)

OPERATIONS ON BURSiE, FASCIiE AND TENDONS.

There was one death among the fifty-four operations of this class.

Ganglion.

A laundress, aged 23, was admitted with a very large compound ganglion of
the palm and forearm of two years' duration. Two operations for its removal

• were performed ; the synovial membrane was very thick and tuberculous, and
there was much serous fluid and pus. Both wounds healed well, the tempera-
ture remained normal, and the patient was convalescent when, on the thirty-
second day after the second operation, symptoms of tuberculous meningitis
set in, and the patient died of this twelve days later. The post-mortem showed
also tubercle of the lungs, liver, spleen and kidneys, (iii. 2859*.)

OPERATIONS ON THE NOSE.

There was no death or any complication after any of the thirteen operations
of this class.

OPERATIONS ON THE LARYNX AND TRACHEA

Tracheotomy.

The forty-six cases of tracheotomy of diphtheria were all in the Medical
Wards, and consequently do not appear in Table I.

For Dyspncba after Fracture op the Skull.—A boy, aged 7, had
fallen ofE a wall, and was admitted with a fractured base. He vomited, and
then ceased to breathe. Tracheotomy was performed, but the patient never
breathed again spontaneously, (iii. 562.)

For Epithelioma.—A hair-dresser was admitted for epithelioma of the
pharynx of four months' duration. Tracheotomy was performed for
dyspnoea on the twelfth day, but he died seventeen days later. The post-
mortem showed an extensive epithelioma involving also the larynx, (iv. 1119.)

2
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The potman, aged 44, mentioned on p. 109 of last year's report was
readmitted, and tracheotomy was performed a month later. The disease of the

LARYNX had lasted two years, and there was extensive affection of the glands

of the neck. He gradually sank, and died seventy-eight days after the

operation, (v. 125.)

For Fibroma op Pharynx.—A fitter, aged 54, was admitted for dysphagia

and dyspnoea of nine months' duration. The latter symptom had lately become
very severe, and he had occasionally brought up a little blood. On admission the

patient, although rather thin, was in fairly good health. He was quite unable

to swallow any solid food, and could swallow liquids only with great difficulty,

regurgitating in a few minutes most of what he had tried to drink. The voice

was thick and husky, but when he was quiet there was but little actual

dyspnoea. The laryngoscope showed a rounded ulcerated mass overlapping

and completely concealing the interior of the larynx, and apparently springing

from it. The growth was believed to be a tumour of the larynx, and it was
arranged that an exploratory thyrotomy should be performed, with the view of

removing the tumour if possible. On the morning of the day fixed for the

operation, seven days after admission, a sudden and violent attack of dyspnoea,

culminating in complete cessation of respiration, required a hurried tracheotomy
and artificial respiration. Later in the day, as the anaesthetic (chloroform)

was being administered through the tracheotomy tube preparatory to the

thyrotomy, and before the operation had begun, breathing again ceased, and
this time, in spite of the usual efforts at restoration, the patient did not

recover. The post-mortem showed a rounded fibrous tumour, measuring 35 by
27 by 20 mm. in diameter, and attached by a narrow pedicle, 15 mm. in length,

to the posterior wall of the pharynx in the middle line and just opposite the

upper part of the larynx. The tumour had lain usually partly over and partly

in the larynx, but could be displaced from this position into the pharynx.

(v. 2478.)

For Fracture of Larynx.—A boy, aged 7, was run over by a cart. On
admission, shortly afterwards, there was much dyspnoea, and the voice was
husky. Surgical emphysema rapidly set in on both sides of the neck, and
thence extended all over the body. Tracheotomy afforded only temporary

relief, and the patient died twelve hours after the accident. The larynx and
trachea were believed to have been fractured. There was no post-mortem,

(iii. 1472.)

For Laryngitis.—A female infant, aged 10 months, died after a tracheotomy

for laryngitis following measles. (Medical Kegister, Vol. I., No. 86.)

For Lympho-sarcoma op the Neck.—A girl, aged 16, had had lympho-
sarcoma of the glands of the neck for three months. One vocal cord was
paralysed. Tracheotomy was performed for dyspnoea ; the patient was relieved,

but died of the disease six weeks later. The post-mortem showed extensive

masses of growth in the mediastinum, (ii. 560.)

For Sarcoma op the Larynx.—A railway porter, aged 48, was knocked
down by an engine, and admitted with a crushed foot and a simple fracture of

the humerus. Primary amputation of the toes was performed ; the wound did

not do well at first, and the arm took a long time to unite. Two months after

admission the patient began to cough up pieces of flesh-like material, which
were found to be sarcomatous when examined microscopically on several

occasions. A fungating mass was seen in the larynx ; this increased steadily

in size, and tracheotomy became necessary. The patient gradually became
weaker and thinner, and eventually left the hospital five months after

admission, and died a fortnight later, (v. 3013*.)

For Sarcoma op Thyroid Gland.—A costermonger, aged 31, was
admitted on account of a swelling in the neck. He had never had any
swelling in this region until about two months before admission, when he had
first noticed dysphagia, soon followed by dyspnoea, and afterwards by dysphonia.
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On admission there was at the root of the neck, and extending iipwaras for an
inch and a half, a symmetrical fixed mass, of dense almost stony hardness, on
both sides of, and in fi-ont of, the trachea. The larynx did not move on
deglutition ; the right vocal cord was paralysed ; there was much stridor.

The exact origin of the growth was considered doubtful, some thinking it to
be epithelioma of the cesophagus, others sarcoma of the thyroid gland or
neighbouring parts. The patient grew rapidly worse, and the attacks of

dyspnoea became so bad that on the twenty-sixth day after admission,
tracheotomy was performed through the thyroid isthmus. The trachea was
greatly narrowed, and the operation was very difficult. A long tracheotomy
tube had to be inserted. The dyspnoea was never completely relieved, and the
man died three days after operation. The post-mortem showed no disease of
the oesophagus, but a firm homogeneous sarcomatous growth siuTOunding and
infiltrating the large vessels at the root of the neck. Both lobes of the
thyroid gland were infiltrated, but the main mass was situated below them.
There were a few small secondary nodules in the lungs, but no secondary
growths in any other part of the body. The exact origin of this tumour
was considered doubtful ; it probably originated in the left inferior horn of the
thyroid gland, (v. 81.)

For Scald of the Larynx.—Two girls, both aged 2, made good recoveries
after tracheotomies done six and four hours after the accident, (ii. 255, v. 954.)

For PoST-PHARTKGEAL ABSCESS.—A boy, aged 17 months, was admitted (at
first to a medical ward) with discharge from both ears, a sore throat and
dyspnoea. The case was thought at first to be one of diphtheria, and tracheo-
tomy was performed. Subsequently, a post-pharyngeal abscess was found to be
the cause of the dyspnoea, and it was opened ; the child recovered, (v. 1678.)

Thyrotomy.

For Stenosis of the Laeynx.—A soldier, aged 28, had been discharged
from the army two years previously on account of ulceration of his larynx
said to have followed typhoid fever- A year later a blow on the larynx,
necessitated tracheotomy. Thyi'otomy was subsequently performed at another
hospital, the thyroid cartilage being sutured with silver wires, two of which
were subsequently coughed up. On admission there was consideraljle suppu-
ration about the larynx and a cavity in one lung. A sinus was opened up,
and subsequently thyrotomy again performed, a wire suture being removed
and the whole interior of the larynx scraped out. The patient's voice was for
a time much improved, and he was enabled to dispense with the tracheotomy
tube. But when he left the hospital, twenty-four days later, the larynx was
beginning to contract up again. Three days after he had left, the tube had to
be reinserted, (v. 1546.)

OPERATIONS ON NEEVES.

There was no death or other serious complication after any of the thirteen
operations of this class.

Nerve stretching.

A highly neurotic man, aged 20, was admitted with spasmodic wry neck.
The spinal accessory nerve was stretched, and subsequently some of the posterior
cervical nerves, but neither operation led to any improvement in the patient's
condition, (i. 3125.)

OPERATIONS ON THE VASCULAR SYSTEM.

Ligature of arteries for aneurism.

Brachial, Eadical and Ulnae.—These arteries weve all tied simulta-
neously at the bend of the elbow for an arterio venous aneurism in a stoker
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aged 28. One month previously he had been wounded by a sharp piece of iron.

At the operation a small piece of iron was removed. The patient made an
excellent recovery, (iii. 1951.)

Common Caeotid.—A female singer, aged 32, had had a blow on the side

of the head eight weeks before admission. Three days later a soft swelling

was first noticed behind the angle of the jaw ; two weeks later it was noticed

to throb. On admission there was on the left side of the neck, opposite the

hyoid bone, an aneurism about as large as a walnut, pulsating strongly. The
patient left the hospital on the twenty-fifth day after ligature of the common
carotid, the aneurism being quite cured, (iv. 502.)

Carotid and Subclavian.

A fishmonger, aged 39, who had had for four months cough and pain in the

back and chest, and for one month a visible swelling, was admitted to a m edical

ward with an intra-thoracic aneurism, probably aortic, possibly innominate.

There was an external swelling as large as half an orange, with much pulsation
;

there was much erosion of the manubrium sterni. For seven months he was
treated strictly by Tuifnell's method, and on three occasions by needling.

The aneiirism diminished considerably in size and pulsation, but then remained
stationary, without being cured. The patient was then transferred to a surgical

ward, and simultaneous ligature of the right common carotid and subclavian.

No cerebral symptoms or dyspnoea or any other bad result followed the

operation ; the wounds healed immediately. The aneurism at first diminished
in size, then increased again, so that a month after the operation it was still

large ; after this, however, it again contracted and became much firmer. The
patient left the hospital six weeks after the operation, and when seen again
three months later, was in excellent health. The aneurism could still be felt

pulsating, but the pulsation was probably merely transmitted, (v. 3240*, also

V. 2368 and 2691.)

Extirpation of traumatic aneurism.

PoST-TiBiAL. Temporal.—A boy, aged 1 year and 10 months, and a man,
aged 27, with small traumatic aneurism of the posterior tibial (after tenotomy)
and temporal arteries respectively, were cured by removal of the aneurism,

(i. 2036 and 1105.)

Ligature or excision of varicose veins was performed in fifty-three

cases, with uniformly good results.

Transfusion was performed upon two men, aged 24 and 23, after a primary
amputation of the arm, and for recurrent lifemorrhage after a radical operation
for hernia. Both recovered, (iv. 1976 and v. 697.)

OPEKATIONS ON THE GENITO-URINAEY ORGANS.

Circumcision.

An unusual case was that of a boy, aged 3, who was admitted with paraphimosis
and extravasation of urine. He had been quite well until three days before
admission, when the prepuce became swollen and retracted, and there was much
difficulty in passing water. On admission the scrotum was swollen to the size

of cricket ball, and was tense and painful. Incisions were made into the
scrotum and a urinary abscess above the pubes was opened ; circumcision was
also performed, and the child made a good recovery. No calculus or stricture

or any other cause of the extravasation could be found except paraphimosis.
(v. 2504.)
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Nephrotomy was performed four times for pyo-nepLrosis (including
tubercle), twice for hydro-nepbrosis, once for renal fistula, and seven times as
an exploratory operation in cases of sarcoma of kidney, sarcoma of mesentery,
calculus in the ureter, liEematuria, and renal pain (three cases). There were
two deaths.

For Pyo-nepheosis.—A woman, aged 41, had had for seventeen months
pain in the loin, and for thirteen months a renal swelling which varied
considerably in size at different times. A lumbar operation gave exit to much
pus, but no stone was found. She left the hospital two months later with a
sinus, which healed soon afterwards (iii. 296). A few months later she was
readmitted with a sarcoma of the femur. (See p. 120, iii. 2157.)

A woman, aged 37, was admitted very ill with an enlarged right kidney,
thought to be tuberculous. A swelling had been noticed in this region for six

years. Tubercle bacilli were found, in the urine. Lumbar nephrotomy was
performed, about three ounces of pns being let out. After the operation the
patient passed no water per urethram, although some ran from the wound.
She gradually became more and more drowsy, and died on the thirteenth day
after the operation. The post-mortem shoAved that the left kidney had been
wholly destroyed by old tubercle, and that the right kidney was the seat of

both old and recent tubercle : there was also tubercle in the lungs, (v. 746.)

A girl, aged 14, had suffered for at least three years with frequent micturition,
pyuria and hsematuria. An incision was made down to the enlarged right
kidney, and much pus let out. Examinations of the pus from the kidney
never showed any tubercle bacilli. The patient improved somewhat, but
there was still a copious discharge of pus fi^om the wound when she left the
hospital, three months after the operation. A few weeks later she was
readmitted and the kidney removed, and found to be tuberculous, (v. 350 and
1807.)

The case of a woman., aged 22, who underwent both exploratory laparotomy
and nephrotomy is described under the former (p. 241). (v. 2960*.)

For Hydro-nephrosis.—A woman, aged 45, had been suddenly seized two
and half years previously with pain in the right hypochondrium, and a
swelling soon afterwards appeared here. Numerous similar attacks occurred
afterwards. On admission a moveable rounded tumour could be felt in
the above situation. There were no urinary symptoms. The tumour was
thought to be an enlarged gall bladder, so the abdomen was opened in front of

it. It was found to be a kidney, and was then opened from the loin and
several ounces of clear urinous fluid were let out. The kidney was drained,
and the patient left the hospital twenty-three days later, quite well, and with
the wound soundly healed, (v. 1072.)

A woman, aged 31, was admitted for severe pain and a renal swelling
which had been noticed four days. On the seventh day after admission an
incision was made through the loin, and much clear urine evacuated. The
patient made a good recovery, and left the hospital on the fifty-third day
after the operation with a sinus in the loin. (i. 724.)

For Eenal Fistula.—The man, aged 35, whose case is described under
rupture of the kidney (iii. 1916, page 138), was readmitted three months later

on account of a fistula in the loin. Nephrotomy was performed, with a good
result, (iii. 2975.)

For Sarcoma op Kidney.—a tobacco weigher, aged 52, was transferred
from a medical ward with the history that he had been unwell for a year, and
that for six weeks he had had pain in the loin, vomiting, headache and rapid
emaciation. There was no history of haamaturia. There was a considerable
renal tumour, and the urine contained a little pus, but no blood. A month
after admission, the diagnosis between malignant disease and pyo-nephrosis
being uncertain, lumbar nephrotomy was performed and about a pint of turbid
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urine withdrawn from the pelvis of the kidney. An infiltrated gland that
was removed proved to be malignant. The kidney was drained, as removal
seemed out of the question ; but the wound never healed, and the patient
gradually grew worse until he was finally discharged to an infirmary fifty-

eight days after the operation, (v. 343.)

For SA.RCOMA OP Mesbntbby.—A housekeeper, aged 43, was admitted
with a large smooth swelling in the region of the left kidney, of eighteen
months' duration. The urine contained a little pus. Shortly after admission
it became much smaller, and was thought to be a hydro-nephrosis. An
exploratory lumbar incision showed a healthy kidney, unconnected with the
tumour. An abdominal section showed a soft mass of irremoveable malignant
disease of the mesentery involving the intestines. The patient recovered from
the operations and left the hospital, (iii. 2851*.)

For Calculus in Uebtkr.—This case is described under exploratory
abdominal section, which was also performed, (v. 423.)

For HEMATURIA.—An ironworker, aged 38, was admitted for hfematuria,

which had occurred frequently since an injury to the loin six months
previously. An exploratory nephrotomy revealed nothing abnormal. The
patient recovered and left the hospital, (v. 1419.)

For Eenal Pain.—A labourer, aged 33, had had in twelve months several

severe attacks of right renal colic, but no hsematuria. The urine was acid

and contained pus; there was some tenderness, but no tumour in the loin.

The kidney was exposed in the loin and the pelvis opened and explored
thoroughly. No stone or other disease could be found. The patient recovered

from the operation, but the temperature remained a little above normal, and
he left the hospital twenty-five days after the operation with the wound
nearly healed, (iii. 1450.)

A woman, aged 32, had had pain in the loin sixteen months previously ; she

had then passed some " gravel " and a small calculus; since that time there

had been many attacks of pain. She had never had hsematuria. An
exploratory nephrotomy showed no stone ; the kidney seemed healthy. A
good recovery followed, and the patient lost all her pain. (iii. 2829*.)

A woman, aged 32, had had for six months attacks of renal colic with
hgematuria and oxaluria. No tumour could be felt. An incision through the

loin down to the kidney revealed neither stone nor any other disease. There
was much haemorrhage, and the wound had to be plugged. The patient made
a good recovery, and left the hospital twenty-four days after the operation.

(v. 1638.)

Nephrectomy (abdominal) was performed three times, for pyo-

nephrosis with calculus, for hydro-nephrosis with calculus, and for sarcoma,

respectively. One patient died.

For Pyo-nephrosis.—A male cook, aged 55, had had for three months left

lumbar pain, pyuria and hasmaturia, and had lost much flesh. There was
no history of any previous urinary trouble. In the left loin was a swelling as

big as two fists. Abdominal nephrectomy was performed through the left linea

semi-lunaris, and the kidney removed from within the capsule ; the latter was
greatly thickened and vevy adherent. There was much ha3morrhage. The wound
was drained through the loin. The patient was greatly collapsed, and died in

twelve hours. The kidney was found to contain numerous small calculi and
much pus. The ureter was also much thickened, (iii. 2175.)

For Hydro-nephrosis.—A girl, aged 16, was admitted for pyuria and
liEematuria of three months' duration ; there was some resistance and
tenderness in one loin. The abdomen was opened in the linea semi-lunaris,

and a much dilated kidney removed. When laid open it was found to be
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a hydro-nephrosis, with a calculus as large as a hazel nut impacted in the
ureter. The renal tissue bad been almost completely destroyed by long-
continued pressure. The patient made an uninterrupted recovery, and left the
hospital on the twenty-sixth day after the operation, (ii. 1053.)

For Sarcoma.—A girl, aged 15, had had for twelve months a swelling in the
loin, and for six months some pain and emaciation. The kidney was removed
by abdominal section ; it was very large, occupying most of the left side of the
abdomen ; it was much fixed. After removal it was found to weigh eight
pounds. The patient made a good recovery, and left the hospital on the
thirty-eighth day after the operation, (i. 1759.)

Nephrectomy (lumbar) was performed once for tuberculous pyo-
nephrosis.

For Pyo-nephrosis. —A girl, aged 14, was admitted with amyloid disease

and a sinus in the loin leading to the kidney. She had been in the hospital

six months previously, and an abscess connected with the kidney had been
opened and drained. For several years she had had pyuria and hfematuria.

The kidney was removed by lumbar nephrectomy and was found to be
considerably enlarged and full of pus. There was scarcely any renal tissue

left. It was evidently an old tuberculous kidney. The wound was packed
with gauze, and the patient made a rapid and excellent recovery, leaving the

hospital on the thirty-sixth day after the operation. The enlarged liver had
then returned nearly to its normal size. (v. 1807.)

Nepliro-lithotomy was performed three times, with no deaths.

A woman, aged 32, had had for nine months pain in the loin, and for six

weeks htematuria and more pain. There was a large swelling in the left loin.

The kidney was opened and drained and part of a large branched stone was
removed. She improved considerably, and the suppuration became much less.

She was discharged sixty-four days after the operation, to return for

subsequent nephrectomy if necessary, (v. 1 177.)

A woman, aged 55, had had for ten years symptoms of renal calculus. A
large stone was removed. A mild attack of parotitis set in on the twelfth

day, but the patient made a good recovery. There was no suppuration. The
patient left the hospital thirty-nine days after the operation, with the wound
healed, (iii. 271.)

A paper stainer, aged 63, had had pain in the right loin for fourteen years

on and off. In the last four years the pain had been very severe. He had
once passed a small stone, but there was no history of hematuria. The kidney

was exposed from the loin and a stone felt. A free incision was then made
into the kidney substance and a stone as large as a cherry removed. The
wound was partly closed by sutures (one through the kidney) and drained.

For several days patient did well, although the urine contained a good deal of

blood. From the eighth to the twentieth days, however, many severe attacks of

secondary hfemorrhage occurred, both from the wound and through the

urethra ; the wound was firmly plugged. The patient became so blanched and
so ill that the propriety of removing the kidney was then discussed. The
operation was, however, not performed, for from that time gradual improve-

ment took place ; the hemorrhage ceased, and the patient made a slow but

good recovery, leaving the hospital on the fiftieth day after the operation in

good health, but with a sinus in the loin. (iii. 1765.)

Nephrorrapliy was performed four times.

A woman, aged 23, had been in the hospital ten weeks previously (in 1896)

for renal pain ; an abscess had been opened, with much relief. She was
readmittecf with fresh pain in the same loin. The kidney was explored through a
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lumbar incision, the pelvis opened, and a catheter passed down the ureter.

Nothing abnormal was found, except tliat the kidney seemed rather loosely

attached to the surrounding parts. Nephrorraphy was consequently performed.
The patient made an excellent recovery, leaving the hospital on the thirty-first

day after the operation with the wound soundly healed, (iii, 2776*.)

The other three patients were women, aged 45, 39 and 39 ; all made good
recoveries, (i, 1147, iii. 495 and 2057.)

Lithotrity was performed five times, with one death.

Three male patients, aged 11, 20 and 50, had had symptoms of stone for three
months, one year and three years respectively. A fourth man was aged 70.

All made good recoveries, (iii. 3356, iv. 3594*, i. 3124, ii. 1011.)

A coachman, aged 52, was admitted with the ordinary symptoms of vesical

calculus. Litliotrity was performed by Bigelow's method. The evacuator was used
rather eaergetically by one of the assistants, and towards the end of the operation
it was noticed that the water did not return freely from the bladder. The
stone was rather large, and appeared to lie in a recess in the bladder. After
the operation the patient passed no urine, audit was found that water injected
into the bladder did not return. The abdomen was opened thirty hours after

the operation, and a rent was found in the bladder and sewn up. The patient
died collapsed about twelve hours later. Subsequent examination showed a
rent in the trigone (apparently there had been a pouch there), much
separation of the bladder from the rectum, and a rent one and a quarter
inches long in the peritoneum at the bottom of the right side of the
recto-vesical pouch. There were several fragments of stone here ; the suturing
of the hole in the bladder was not very perfect, (v. 1326.)

Lithotomy (perineal) was performed once.

A man, aged 20, had in the last three years passed small stones per
urethram on eight diiierent occasions. In the last three months he had had
occasional attacks of pain in the back and retention of urine. In the last of

these he came to the hospital ; his bladder was found fully distended, and a
stone could be felt impacted far back in the urethra. This was crushed with
urethral forceps and removed ; at the same time another stone was felt in the
bladder. A month later median perineal lithotomy was performed and three
stones removed, the largest of the size of a walnut. The operation was
followed by acute epididymitis. Five weeks later another calculus became
impacted in the urethra, and was removed by external urethrotomy. After
this the patient made a good recovery, and left the hospital three months after

admission. There was some incontinence of urine when he was last seen
some weeks later, (ii, 1079.)

Lithotomy (supra-pubic) was performed five times, with one death.

A.boy, aged 2, with a history of symptoms for two weeks ; a uric acid stone,

weighing sixteen grains, was removed ; an attack of diphtheria followed,

but the patient made a good recovery, (iv. 3821*.)

A watchmaker, aged 60, made a good recovery after removal of a large uric

acid stone ; the symptoms had lasted about five years, (v. 3040.)

A hawker, aged 25, had had symptoms for ten years ; a large mulberry
calculus, about two inches in diameter, was removed, and the patient made a
good recovery, leaving the hospital on the thirty-eighth day after the operation
with the wound healed, (iii. 2359.)

A man, aged 61, had had pain and hematuria for three years ; a small

stone was removed, and some hardness was felt at the base of the bladder,
which was thought to be malignant disease ; the patient made a good
recovery, (v. 2479.)
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A farmer, 'aged 76, had three stones as large as hazel niits removed by
supra-pubic operation ; the wound was drained. The temperature remained
normal, but the patient passed into a state of senile dementia, and died on the
sixteenth day. The post-mortem showed much interstitial nephritis ; the
wound looked well. (iv. 1234.)

Cystotomy (perineal) was performed once.

A man, aged M, was admitted with retention of urine ; he said at first that
he had been in good health until a few hoitrs previously, when retention

occurred, and a little blood was noticed to be trickling away from him. He
admitted, however, that for six months he had occasionally had trouble with
his urine. The water when drawn off was found to contain much blood, and
to be very foul. The bladder was washed out frequently, but the patient

grew worse : rigors occurred, and on the seventh day a median perineal

cystotomy was performed to drain the bladder ; a foul perineal abscess was
opened in the course of the operation. The patient died next day. The
post-mortem showed both kidneys to be dilated to the size of a foetal head, and
in a state of acute suppuration ; both ureters were dilated to the size of a
forefinger. The bladder showed acute cystitis, and around it there was
localised recent peritonitis. There was a stricture of the bulb of the uretlira

and much foul suppuration about the perineum, (ii. 33l3.)

Cystotomy (supra-pubic) was performed seven times for malignant
tumour, with three deaths ; three times for innocent villous tumour, with no
death ; twice for enlarged prostate, with no death : and twice for suspected

tumour and suspected stone, with one death.

For Caecixoma.—A married woman, aged 41, was admitted with a large

carcinomatous tumour of the bladder. Four months previously she had first

noticed turbidity of the urine and pain on sitting down. Two months later

dysuria and hematuria set in, and in the last few weeks she had been quite

unable to hold her water. Five days after admission the bladder was opened
above the pubes, and the growth removed with scissors. It was as large as an
orange, its circumference being eleven inches. It was attached by a broad
pedicle to the posterior and lateral part of the bladder. Its surface was foul

and ulcerated, and microscopic examination showed it to be carcinomatous.

The bladder was di-ained and frequently washed out with 1 in 6,000 biniodide

of mercury lotion. After the first few days of depression the patient made a

good recovery, and was much relieved by the operation. She left the hospital

on the sixty-eighth day, fairly comfortable and able to get about. She was
reported to have died at home thirty-two days later, (v. 969.)

A woman, aged 59, had had pain and ha3maturia for ten months. With
the cystoscope a villous growth was seen near the ureter. The growth was
removed by supra-pubic cystotomy, and was found to infiltrate the wall of

the bladder to a slight extent. It was quite small, and looked like an
innocent papilloma, but microscopically it was found to be carcinoma. The
wound healed, and the patient left the hospital on the thirty-second day after

the operation. Nine months later she retiu'ned with extensive recurrence,

unfit for further operation (see Appendix I., p. 117). (iii. 168 and 2498.)

A labourer, aged 32, had had for four months hematuria and occasional

pain in the loin, but no other symptoms. The bladder was opened and a

pedunculated gTowth found attached to the right side of the fundus. It was
removed with a scoop, and found microscopically to be carcinomatous. The
patient recovered, and left the hospital fifty-nine days after the operation : the

wound had not quite healed, (ii. 171.)

A labourer, aged 54, had had for six months frequent micturition and
hsematuria. At the operation an extensive irremoveable carcinomatous growth

was found near the trigone. The patient left the hospital twenty-three days

later with the wound healed, (i. 1681,)
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A dock labourer, ag:ed 33, had suffered for three months from hfematuria
and dysuria ; a few days before admission he passed a small calculus. Per
rectum a hard mass could be felt at the base of the bladder, which was
believed to be malignant. No stone could be felt on sounding. He was a
strong healthy-looking man, but in much distress. The bladder was opened
above the pubes, and the growth, which was a carcinoma measuring two
inches across and half an inch in thickness, was removed, chiefly with scissors

;

it sprang from the neighbourhood of the left ureter, a portion of which was
removed with it. The peritoneal cavity was freely opened during the

operation, and sewn up again after the removal of the tumour. The bladder

and peritoneal cavity were both drained. The patient died two days later of

shock and urasmia. The post-mortem showed that the growth had not been
completely removed from the bladder, and that there were also numerous
secondary growths in the lumber glands and liver ; the opening between the

bladder and peritoneum had not been completely closed, (ii. 2952.)

A man, aged 53, was admitted for hfematuria, which had begun painlessly

three months previously. Six weeks later he began to have dysuria and
pain. On admission the prostate was found large and very hard ; the urine

was alkaline, and contained much blood. The bladder was opened above the

pubes, and a large hard mass of carcinoma found in the region of the trigone,

and above it. It was clearly irremoveable. The bladder was sewn up, but a

drainage tube was put in the lower part of the superficial wound. No
catheter was tied in. The house surgeon unfortunately omitted to pass a

catheter frequently as directed. Three hours after the operation the patient,

who was in much pain, attempted to pass water, and passed a little by the

urethra and a good deal through the wound. When a few hours later a

catheter was passed and tied in, only a very little urine was drawn off. Next
day the patient was still in much pain, but otherwise seemed better. He
died rather suddenly about twenty-five hours after the operation, and twenty
days after admission. There was no post-mortem, (i. 2573.)

A confectioner, aged 62, had had intermittent profuse heematuria for twelve

months, worse lately. Sounding caused much haemorrhage. The bladder was
opened above the pubes, and a large carcinomatous growth found in the region

of the trigone ; it was clearly irremoveable. The bladder was drained. The
patient gradually sank, and died a fortnight after admission. There was no
post-mortem, (iv. 1355.)

For Innocent Villous Tumour.—A bookbinder, aged 44, who had had
symptoms of villous tumour for nearly ten years, and who had undergone
operations for its removal in 1892, 1894 and 1896, was readmitted. Supra-

pubic cystotomy was again performed, and more growth removed by twisting

it off with forceps ; the forceps were left on for several weeks. The bladder

contained much growth. The patient recovered, (i. 546.)

A schoolmaster, aged 33, who had bad similar symptoms for many years,

and who had been operated on seventeen months ago (see last year's report,

p. 187), was readmitted. The bladder was again opened, and more growth
removed on eight separate occasions. He left the hospital three months after

admission, (v. 2042.)

A stick-mounter, aged 40, had had for three years frequent hEematuria, and
lately some pain. With the cystoscope a growth was seen ; the bladder was
opened above the pubes, and a villous papilloma, three-quarters of an inch
long, was removed with a galvanic ^craseur from the neighbourhood of the

trigone. The bladder was sewn up without drainage, and the patient made a

good recovery, leaving the hospital on the forty-sixth day after the operation.

(i. 2279.)

For Enlarged Prostate.—A shopkeeper, aged 66, had had for nine years

frequent micturition and occasional hfematuria. A year ago supra-pubic
cystotomy and removal of part of the prostate had been performed in the
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hospital. (See 1896 report, p. 186.) As he was still suffering from cystitis,

the bladder was reopened above the pubes and drained. The patient made a

good recovery, and left the hospital on the thirtieth day after the operation,

much relieved, but still wearing a tube in the bladder, (v. 1448.)

A brickmaker, aged 47, was admitted for enlargement of the prostate. For
about five years he had had trouble with his water, much worse in the last

month, during which he had had frequent retention and occasional htematuria.

With the cystoscope a prominent fold of mucous membrane could be seen in

the region of the trigone. On the fourteenth day after admission the bladder

was opened above the pubes, and a saccule was found just above the trigone.

The margin of the fold above mentioned was divided. No other disease was
found. The bladder was drained by the urethra and by the wound. A good
deal of cystitis continued for some weeks. The patient eventually left the

hospital on the seventy-second day after the operation, the wound being
almost healed, (ii. 3211*.)

For Suspected Tumour.—^A caretaker, aged 36, had complained for five

years of a dull, dragging pain across the loins. Two years ago he had had a

first attack of hssmaturia, lasting three weeks ; at the same time he had a

good deal of abdominal pain and vomiting. Recently he had had much
more hematuria, passing blood in clots. He was admitted very antemic,

complaining of pain in the penis and passing much blood. Examination with
sound and cytoscope, and witla a finger in the rectum, were all thought to

indicate a tumour in the bladder. The bladder was opened above the pubes,
but no growth was found, only some congestion of the mucous membrane.
The wound in the bladder and in the abdominal wall were both sewn up
without drainage. The temperature immediately rose to 101-2^, and remained
at this level for three days, then became nearly normal. On the day after the
operation he complained of much pain about the bladder. For the first

twenty-four hours the water was drawn off ; he was then allowed to pass it

naturally. On the seventeenth day after the operation he was sitting up and
seemed nearly well. There was no hfematuria, and the wound had apparently
closed. But two days later the scar suddenly gave way and urine escaped
freely through the wound. A large cavity was then found behind the pubes.
From this time the patient gradually went down- hill ; he passed nearly all

his urine through the wound, which gradually gaped more and more.
Eventually he died of exhaustion on the fiftieth day after the operation. The
post-mortem showed extensive pelvic cellulitis and urinary extravasation.
There was no disease of the bladder, but in one of the lowest calices of the
right kidney was a small rough stone, which had been the cause of the
hematuria. There was no distension of the kidney, (i. 2197.)

For Suspected Stone.—A man, aged 24, was admitted for pain in the
right loin and symptoms pointing vaguely to stone in the bladder. The
cystoscope showed ulceration round the right ureter. The bladder was
sounded, and it was thought that a stone was felt and heard (subsequently it

was found that the sound heard was caused by a faulty instrument). The
bladder was opened above the pubes, but no stone was found. The bladder
was drained for sixteen days. The patient made a good recovery, and left the
hospital six weeks after admission, (iii. 809.)

Castration.—Ifor Hematocele.—A builder, aged 49, had had a

hsematocele for eighteen years ; for fifteen years on and off it had been
suppurating. There was a very thick-walled hsematocele with sinuses about
it. It was completely removed, together with the atrophied testis. A good
recovery followed, (iv. 2158.)

For Malignant Disease.- -Performed with relief upon two patients,

aged 27 and 34, with disease of four and eight months' duration, (i. 2451 and
V, 3028a,)
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Also with a fatal result upon a man, aged 76, whose case is described under
exploratory abdominal section for malignant disease, which was also performed
upon him. (v. 836.)

For Retained Testis.—Performed three times upon patients, aged 21,
28 and 16. (iii. 2790, 362 and v. 540.)

For Tuberculous Testis.—Performed three times upon patients, aged
24, 24 and 31. (iv. 485, 2154 and v. 1106.)

Transplantation of retained testis.—Performed four times upon
patients, aged 8, 14, 6 and 7. (ii. 871, 2164, v. 2729, 3309.)

Ligature of varicocele.—Performed twenty-eight times by the open,

and seventeen times by the subcutaneous method ; in three cases the open
operation was followed by considerable orchitis or sloughing of the testis.

(iii. 645, 2896, v. 3019*.) In one case the subcutaneous operation was
unsuccessful, and was followed by an open operation, (ii. 2858.) In one case

both operations were performed, one on each side. (i. 1931.)

Excision of the sac of a hydrocele was performed seventeen times

with uniform success.

Excision of the sac of a hydrocele of the cord was also performed
four times with success.

Excision of the sac of a hsematocele was successfully performed
seven times (not including the case described under, castration).

Excision of vas deferens.—Performed once with a fatal result. A
basketmaker, aged 67, had suffered for ten years from the usual symptoms of

enlargement of the prostate, and had had many attacks of retention. On
admission the urine was alkaline, and there was about four ounces of residual

urine. He was treated by catheterisation and washing out, but he went steadily

down-hill. Three weeks after admission a portion of each vas deferens was
resected. His condition, however, did not improve ; after the operation he
was a little demented, but his mental condition before the operation had not

been quite sound. He gradually sank and died seven days after the operation.

Tlie post-mortem showed much cystitis and pyelo-nephritis, and a uniform
symmetrical enlargement of the prostate, (iii. 978.)

Internal urethrotomy was performed nine times ; in one case the

operation was foUowed by considerable hsemorrhage, lasting for some hours.

(v. 823.) In another case both internal and external urethrotomy was
performed simultaneously upon separate strictures, (iv. 1254.)

External urethrotomy was performed twice for calculus in the urethra,

once for rupture of the urethra, and five times for stricture.

For Calculus.—A collier, aged 35, had five years previously sustained a

severe crush of the pelvis from a f ill of coal. Necrosis of the pelvis had
followed, and operations for the removal of pieces of bone and of calculi from

the bladder had been performed elsewhere. A urethral fistula and a stricture

also followed, and for these he was admitted. Perineal section was performed,

and a stone removed from a pouch near the prostatic uretlira. Later a piece

of bone was removed from the bladder. The patient was much improved, and
left the hospital two months after admission, able to pass water comfortably,

(i. 2142.) The other case has already been described under Perineal lithotomy,

which was also performed, (ii. 1079, p. 202.)
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For Rupture op TJeethra.—A boy, agred 11 ; the ruptured endf? were
sutured, a catheter was kept in for twenty-five days, and an excellent recovery
ensued, (iii. 3176.)

For Stricture.—Performed four times with good results upon men, aged
38, 52, 30 and 38. (iii. 6, iv. 227, 1254, v. 1685.)

OPERATIONS ON THE RECTUM AND ANUS.

Among eighty operations of this class, there was one death, after the
incision of a fistula (see below) ; there was no serious complication in any
other case.

Incision of fistula.—A clerk, aged 27, was admitted with phthisis, a
fistula in ano^ and a large abscess in the lower part of the abdominal wall.

The fistula was incised and the abscess opened, a piece of fish bone being
removed from the latter. Suppuration continued, diarrhcea set in, the wounds
did not heal, and the patient died three months after admission. There was
no post-mortem, (i. 3613*.)

Excision of the rectum for carcinoma was performed seven times, five

times by the perineal and twice by the sacral method (Eraske's operation).

Perineal.—A man, aged 56, with two months' symptoms, had a growth
situated on the posterior and lateral wall of the rectum, two inches above the
anus. (ii. 103.)

A man, aged 40, with eighteen months' symptoms, had a complete ring of

cancer just within the anus, and extending upwards for about one inch,

(ii. 2271.)

A man, aged 60, with five months' symptoms, had a growth involving the
posterior and lateral parts of the rectum, from one to two inches above the
anus. (ii. 2835.)

A man, aged 63, with three months' symptoms, had a growth on the left side

only, from a half to three inches above the anus. (ii. 2430.)

A woman, aged 64, with six months' symptoms, had a growth on the
posterior wall, one and a half inches above the anus. (v. 1821.)

All these five made good recoveries, and left the hospital at periods varying
from three to eight weeks after the operation.

Sacral.—A man, aged 50, with nine months' symptoms, had a growth on
the posterior wall, extending higher than the finger could reach. It was
removed by Kraske's operation, and no recurrence was present when the

patient left the hospital on the eighty-third day after the operation, (ii. 457.)

A man, aged 41, had had for six months constipation, diarrhoea, blood in

his motions and emaciation. On admission he looked thin and ill. There was
a large mass of carcinoma beginning one inch from the anus, and extending
upwards just as far as a finger could reach. The rectum was freely excised
together with the coccyx and part of the sacrum. The removal was not
considered to be very satisfactory ; within three weeks there was recurrence.

A month after the operation colotomy was proposed, but refused. Later
delirium set in, and the patient was eventually discharged to an infirmary on
the one hundred and first day after the operation, (iii. 2970.)

Local removal of carcinoma was performed upon a woman, aged 36,

with a good result, (i. 20.)
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Linear proctotomy was performed upon one man, aged 32, and three

women, aged 36, 30 and 31. (iii. 3332 ; iii. 2006, iv. 509, v. 885.)

MISCELLANEOUS OPERATIONS.

Excision of tuberculous glands was performed eighteen times, and

erasion of tuberculous glands twenty times without any death or

serious complication in any of the thirty-eight cases.

Excision or erasion of lupus was performed fourteen times with

equally good results.

There was no death or any serious complication after any of the twenty-one

operations for enlarged tonsils and thirty-nine operations for adenoids
;

in most of these cases both operations were performed simultaneously on the

same patient.

Excision of a branchial fistula was performed three times with

excellent results. The patients were all males, aged 20, 14 and 15 respectively
;

the fistula was at least two inches long in each case, and in the third case

extended into the pharynx, which had to be opened during the operation,

(i. 3704*, iv. 2551, v. 294.)

Excision of a spina bifida was performed twice, with a fatal result

in each case.

A male infant, aged one week, was admitted with a thin-walled lumbar
spina bifida. The sac was cut away and its neck tied ; death occurred three

days later, and the post-mortem showed diffuse spinal meningitis and
commencing hydrocephalus, (i. 1396.)

A male infant, aged 2 months, was admitted with a lumbo-sacral spina

bifida, about two inches in diameter, and sessile. It had been growing

steadily since birth. Its covering was very thin, but the sac was not

particularly tense. There was no hydrocephalus. The sac was dissected out

and the base transfixed and tied. It was a pure meningocele. The
temperature remained normal throughout, and the wound did well, except

that leakage of cerebro-spinal fluid occurred a few days after the operation.

The child gradually became weaker, and died on the seventeenth day after the

operation. The post-mortem showed no meningitis, but much hydrocephalus
;

there was also much accumulation of cerebro-spinal fluid beneath the operation

scar. (iii. 30.)

Removal of hydatid.—A v.'oman, aged 24, was admitted with a swelling

as large as a foetal head in the region of the left kidney. The diagnosis was

uncertain. It was removed from the loin, and proved to be a hydatid cyst

lying in the cellular tissue behind the kidney ; the peritoneal cavity was not

opened. The patient made a good recovery, (iv. 2409*.)

Removal of submaxillary salivary gland.—A man, aged 38, had

had a swelling in this region for two years ; four weeks ago a calculus had

been removed. The suppurating and indurated salivary gland was then

completely removed, with a good result, (v. 3119.)

OPERATIONS FOR HERNIA.

Herniotomy for strangulation was performed thirty-six times, with

twelve deaths.

Femoral hernia.—Bight deaths, twelve recoveries.
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Fatal Cases.—Two men, six women.

A man, aged 80, had had a hernia for two years ; for three days he had had
mild symptoms of strangulation ; he was found to have a small hernia, which
was not very tense. On the day after admission herniotomy was performed

;

the operation lasted thirty minutes. The patient did well for four days, thea
became rather collapsed ; bronchitis set in, and he died on the fifth day after
the operation. The post-mortem showed neither perforation nor peritonitis.
Death was apparently due chieiiy to old age. (ii. 1828.)

A man, aged 64, had had a hernia for twenty years. For three days he had
had mild symptoms of strangulation ; herniotomy was performed, and the
intestine, which was in good condition, was reduced ; some omentum was
removed. The patient gradually sank, and died nine days after admission.
There was no post-mortem, (iv. 3201.)

A stout woman, aged 68, who bad had a right femoral hernia for twenty
years, irreducible for six months, was admitted with symptoms of acute
intestinal obstruction of five days' duration. The hernia was as large as an
orange, and was not tense or painful. The abdomen was soft and slightly
tender in the left iliac region. Nothing could be felt in the left femoral
region. An incision was at once made upon the hernia ; a mass of omentum
and some large intestine were found. The former was removed, and the latter,

which looked normal, was reduced. Vomiting continued, and an internal
strangulation was suspected ; the patient's condition, however, did not seem to
justify further opening of the abdomen. The patient died on the third day,
and at the post-mortem a small knuckle of gangrenous and perforated small
intestine was found strangulated in a left femoral sac. The strangulated
portion was six feet below the duodenum, (i. 2453.)

A woman, aged 61, with strangulation of three days' duration, died on the
day after the operation. There was no post-mortem, (i. 678.)

A woman, aged 59, who had had a hernia for five years, was admitted with
strangulation of four days' duration ; the hernia was large and tense ; on
drawing down the bowel at the operation, fteces gushed out through a small
hole in the gangrenous intestine. This hole was closed by Lembert's suture.
The abdominal cavity was opened above the pubes and washed out. The
patient quickly sank, and died eighteen hours after the operation. The post-
mortem showed general peritonitis ; the sutures were holding satisfactorily,

(ii. 399.)

A married woman, aged 41, had had a reducible hernia for many years
;

fifty-one hours before admission it came down, and vomiting, constipation and
pain set in immediately, and continued. On admission the patient was in
much pain ; in the left femoral region was a hernia as large as an egg ; the
skin over it was red and oedematous. Two hours after admission herniotomy
was performed, no attempt at taxis being made. The sac contained omentum
and gut, both of which were gangrenous. The sac ruptured during the
operation. An incision was then made into the abdominal cavity, above
Poupart's ligament, and through this the gangrenous intestine was drawn out.
Three inches were then I'esected, the ends being joined with interrupted silk

sutures, no button or other mechanical contrivance being used. The small
intestine, four inches above the resection wound, was then stitched to the
upper part of the wound in the abdominal wall, and opened ; a drainage tube
was inserted into it. Most of the rest of the wound was then closed. The
operation lasted two hours ; the patient was afterwards in fairly good
condition, although somewhat restless. On the third day the wound broke
down and the stitches cut out. At this time the patient's general condition
was very good, and the temperature, which had been up to 101°, had returned
to normal. She then gradually got worse, became more and more feeble, until

she died on the tenth day after the operation. Until a few hours before death
the temperature was normal, it then suddenly rose to 105"^. The post-mortem
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showed that all the intestinal sutures had cut out, the two cut ends of the

intestine opening freely into the peritoneal cavity, which contained much pus.

The seat of the hernia was found to be six feet below the pylorus, (iii. 283.)

A widow, aged 40, had first noticed a hernial swelling seven days before

admission ; for two days she had had pain and vomiting ; there was no
history of constipation. She was admitted in the evening, and the house

surgeon did not consider her bad enough to require immediate operation—
this was therefore delayed until the following morning. The gut was then
found to be gangrenous, and tlie patient died on the second day after the

operation. The post-mortem showed perforative peritonitis, (iii. 2652.)
«

A woman, aged 45, was admitted with strangulation of three days' duration
;

after the operation the temperature rose to 105°, and the patient died on the

fourth day. At the post-mortem the wound looked healthy ;
there was mach

oedema of both lungs and some enteritis, but no perforation of the intestine

or visible peritonitis, (iv. 1639.)

Eecoveries.—One man and eleven women recovered. A man, aged 49,

with strangulation of one day's duration, (i. 1732.) Women, aged 68, 62, 52,

69, 28, 51, 56, 59, 64, 67 and 53, with symptoms lasting respectively three, one,

two, one, three, two, two, two, about five (?), twelve and three days.

(i. 2778*, ii. 2482, 1608, iii. 1626, 1887, iv. 628, 1186, 461, 1636, 913, v. 2905*.)

Inguinal hernia.—Nine cases ; eight men and one woman ; all recovered.

Recoveries.—Seven of the men were aged 46, 44, 77, 41, 41, 20 and 43, and
the symptoms had lasted respectively three days, a few hours, one day, a few
hours, four days (omentum only), one day, and a few hours, (i. 493, ii. 322,

2396, iii. 3153, iv. 2465, v. 802, 1374.)

A bootmaker, aged 71, had had a hernia for twenty years and strangulation

for one day ; he had a large hernia upon which herniotomy was immediately

performed. The operation was followed by catarrhal jaundice, and then ten

days after the operation by delirium—apparently delirium tremens. He
recovered from the operation and was then sent to an infirmary, on account

of his mental condition, (v. 1026.)

The woman was aged 51, and had had symptoms of strangulation for at

least two days. (ii. 1704.)

Umbilical hernia.—Seven cases ; one man and six women ; one man
and three women died.

Fatal Cases,—A brass finisher, aged 58, had had for three years an
umbilical hernia ; he had occasionally had attacks of pain in it. Ten days

before admission the hernia became much larger and vomiting began. The
bowels had been opened until the day before admission. On admission there

was a large soft hernia that could be partially reduced ; the skin over it was
much inflamed. He was treated with rest and fomentations. Seven days

later the skin began to slough ; the bowels still acted daily. An incision was
made into the sac and some ffecal fluid let out. Next day vomiting began
again, so the sac was laid freely open and some gangrenous intestine and
omentum removed. The patient gradually sank and died on the fifteenth day
after admission. The post-mortem showed that there had been escape of

fsecal matter into the peritoneal cavity, (i. 580.)

A woman, aged 60, had had a hernia for twelve months, strangulated for

four days. The patient died rather suddenly two days after the operation,

probably from fatty degeneration of the heart. There was no post-mortem.

(i. 223.)
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A woman, aged 63, had had a large hernia for many years, strangulated for
two days. On admission she was much collapseil, and she died on the day
after the operation. The post-mortem showed more than a foot of gangrenous
intestine, but no perforation, (i. 230.)

A fat woman, aged 55, had had a hernia for many years, strangulated for
four days. She was desperately ill. Herniotomy and enterotomy were
performed at once, but she died eight hours later. The post-mortem showed
a large mass of strangulated omentum and a small knuckle of gangrenous
intestine, (v. 2135.)

Eecoveries.—A woman, aged 38, had had a large hernia for seven years,
strangulated for one day. (i. 2324.)

A woman, aged 54, had had a hernia as large as a cricket ball for seventeen
years, strangulated for a few hours, (iv. 1962.)

A woman, aged 57, had had a hernia for fifteen years, strangulated for two
days. (ii. 2831*.)

A case of STRANGaLATBD VENTRAL HERNIA IS described under
enterectomy (p. 233). (ii. 1376.)

Radical cure of reducible hernia Cexcluding those cases of
strangulation in which the operation for radical cure was performed at the
same time as the herniotomy) was performed one hundred and thirty-five

times upon one hundred and five male and thirty female patients. Similar
operations performed on both sides of the body are counted as one operation.
There were no deaths.

In three cases of femoral hernia (males aged 42 and 29, and a female
aged 27), the operation was followed by slight complications (bronchitis ii. 284,
delirium tremens ii. 935, and pyuria v. 2513*.)

Among the cases of inguinal hernia, in three cases of male patients, aged
24, 11 and 6, the operation was complicated by the transplantation of a
retained testis (v. 1958, 2375, 2729) ; in two other cases of men, aged 21 and
26, the operation was followed by orchitis (iii. 645, 3207) ; in one case of a
man, aged 28, pneumonia followed (i. 328) ; in two cases of men, aged 22 and
23, parotitis followed (iv. 1016 and v. 697) ; in the case last mentioned, and
also in a man aged 46, hemorrhage occurred, and the abdomen had to be
opened. These two cases were the following :

—

A blacksmith, aged 23, was admitted with double incomplete hernia.
Eadical cure by Bassini's method was performed on both sides, some varicose
veins in the canals being also tied ; the operation presented no unusual
difficulty. After the operation the patient gradually became very bad, with
rapid small pulse, breathlessness, pain and distension of the abdomen. The
temperature was below 101". On the third day after the operation the
wound in the left groin was reopened ; about a pint of blood was found in
the iliac fossa outside the peritoneum ; the wound was packed. As the
abdominal cavity also contained some blood, a drain was placed in the pelvis.

The patient was transfused with saline solution. He was very ill for the next
three days, and then made a slow but good recovery, and left the hospital
quite well, and with the wound healed, on the seventy-second day after the
operation, (v. 697.)

A labourer, aged 46, was admitted for a large hernia, which had existed at
least eighteen years. The sac was opened, the intestine reduced, and a mass
of omentum tied and cut away, the stump being then returned. HEemorrhace
from the abdomen then immediately set in. The wound was at once enlarged
upwards, the abdominal cavity freely opened, and the omental stump found

;

a bleeding vessel in it was secured. The stump was again tied and returned'

P 2
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to the abdomen. The inguinal canal was then sewn up, and the man made a

good but slow recovery, leaving the hospital four months after the operation

with the wound healed, (iii. 82.)

There was one case of ventral hernia, a woman, aged 53, who had undergone

ovariotomy twelve years previously, (iii. 2017.)

Radical cure of irreducible hernia was performed twenty-one times

upon eleven male and ten female patients. There was no death or serious

complication of any kind. One of these cases was an interstitial hernia with

a retained testis ; the latter was removed, (iii. 362.)

COLOTOMY.

Inguinal colotomy was performed twenty-two times, with seven deaths
;

for malignant disease it was performed nineteen times, with five deaths ; for

fibrous stricture of the rectum three times, with two deaths.

For Carcinoma.—Fatal Cases.—A labourer, aged 40, was admitted with

a history of five months' chronic constipation and nine days' complete

obstruction. On the day before admission a trocar had been plunged into the

CEecnm (outside the hospital). Symptoms of peritonitis followed this proceeding.

The abdomen was greatly distended and tender, and there was redness and

tenderness in the region of the puncture. The abdomen was opened in the

middle line ; commencing peritonitis was found, and a small carcinomatous

growth in the splenic flexure of the colon. Another incision was then made
over the csecum, and the latter brought out and opened. Much thin fsecal

matter escaped. The patient died twelve hours later. There was no formal

post-mortem, (v. 1067.)

A woman, aged 50, was admitted with the history that all her life she had

been constipated, that for four months the constipation had been much worse,

and that for twelve days it had been absolute. Nine days before admission

vomiting set in, but was not frequent or severe. The abdomen had been

o-radually distending. On admission the patient's general health seemed

good ; she was not wasted. The abdomen was distended, but quite soft and

not tender. Nothing could be felt in it or per rectum. She AA'^as treated at

first by enemata, but on the third day after admission a left inguinal colotomy

was performed. The moderately distended sigmoid flexure was drawn out

and fixed to the abdominal wall by sutures ; no growth could be felt ; it was

opened on the following day, but the symptoms were not relieved. One day

later the abdomen was again opened over the caecum, but this was found to

be so bound down by adhesions that it could not be brought up to the wound.

A coil of small intestine was therefore brought out and opened, but the

patient gradually sank and died two days later. The post-mortem sliowed a

small ring of carcinoma at the junction of the descending colon and sigmoid

flexure, (v. 1280.)

A shopkeeper, aged 48, had had for two years constipation and irritation

about the rectum ; for four months he had had considerable pain across the

lower abdomen and had passed blood per rectum. Lately he had lost much
flesh. On admission there was some abdominal distension and a large tender

hard mass in the left iliac fossa. Three weeks after admission colotomy was
performed in the middle line above the umbilicus ; the gut was fastened by
sutures without a glass rod. This wound did well and the man was consider-

ably relieved, but the iliac swelling continued to increase and cavise much
pain. An incision in the left loin let out more than two pints of fseculent pus.

The patient gradually sank and died on the sixty-second day after the

colotomy. The post-mortem showed a carcinomatous stricture twelve inches

above the anus. This had perforated the wall of the bowel, and set up foul
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suppitration in the cellular tissue of the abdominal wall and iHac fossa. The
suppuration had shortly before death extended into the peritoneal cavity,

(iii. 2G93.)

A man, aged 49, who had had symptoms of carcinoma of the rectum for at

least six months, was admitted in a feeble condition and very ill. Six days

after admission left inguinal colotomy was performed, no glass rod being used

and the bowel not being opened. Much fluid was found in the peritoneal

cavity, and numerous nodules of secondary growth were seen in the peritoneum.

The patient did fairly weJl until four days later, when in a fit of coughing

some omentum and intestines protruded through the wound. The patient was
again anaesthetised, and by means of a fresh incision through the middle line

of the abdomen the viscera were replaced. The patient never rallied, but died

six hours later. The post-mortem showed also some dilatation of the kidneys

from involvement of the ureters in the pelvic growth, (ii. 2939.)

A clerk, aged 53, had had symptoms of carcinoma of the rectum for about

five months ; for six weeks he had been much worse. On admission he

was very ill with hiccough and much distension of the abdomen . Inguinal

colotomy was performed on the day after admission, a glass rod being used

and the gut opened at once. A carcinomatous growth was found at the upper

part of the rectum. The patient steadily grew worse, and died two days

later. There was no post-mortem, (iv. 1156.)

Eecoveeies.—A woman, aged 60, was admitted in good condition, but

with a greatly distended abdomen and a history of nine days' constipation

without vomiting. Six days later, the general condition being the same but

the distension increasing, a left inguinal colotomy was performed, and the

enormously distended colon opened at once and sutured to the abdominal

wall. A glass tube was tied into the bowel. Malignant growth was felt in

the sigmoid flexure. The patient made an excellent recovery, and left the

hospital on the thirtieth day after the operation, (ii, 1444.)

A man, aged 27, was admitted with a tumour of the left iliac region,

believed to be carcinoma of the sigmoid flexure. He had been ailing for more

than two years, and had had intestinal symptoms for about nine months.

There was some abdominal distension. Two days after admission inguinal

colotomy was performed, and the gut opened three days later. No glass rod

was used. The patient made a good recovery from the operation, and left

the hospital on the twenty-first day after it. (v. 2772.)

The case of the man, aged 59, who successfully underwent colotomy, and

subsequently enterectomy, is described under the latter (p. 233). (ii. 1333.)

A woman, aged 38, who had had for one month diarrhoea, and for one week

complete constipation, was admitted with a tense distended abdomen and a

carcinomatous stricture of the rectum. Colotomy was performed on the day

of admission, and the bowel opened at once ; a tube was tied in. No glass

rod was used. (ii. 256.)

A woman, aged 40, with three months' symptoms, was admitted with

carcinoma of the rectum without much obstruction. Colotomy was performed

at once, and the bowel opened immediately ; no glass rod was used. (ii. 2771*.)

A woman, aged 53, with three months' symptoms of carcinoma of the

rectum, was admitted with increasing constipation and slight distension
;

colotomy was performed a mouth later ; a glass rod was used, and the bowel

opened on the ninth day. (ii. 1931.)

A nurse, aged 65, with four weeks' symptoms of carcinoma of the rectum

and slight distension, underwent colotomy a month after admission. A glass rod

was used, and the bowel opened on the third day. (iv. 1183.)
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A plumber, with a carcinoma high up in the rectum and a history of six

months' symptoms, underwent colotomy eight days after admission. A glass

rod was used, and the bowel opened on the fifth day. (i. 1369.)

A tailor, aged 55, with twelve months' symptoms of the same disease,

but no obstruction, underwent colotomy three days after admission ; no glass

rod was used, and the bowel was opened on the fifth day. (iii. 1015.)

A porter, aged 58, had had diarrhoea for two years ; in the rectum, just

within reach of the finger, was a carcinomatous growth. A week after

admission colotomy was performed, and the gut opened on the fifth day ; no
glass rod was used. (ii. 1671.)

A man, aged 60, with symptoms of carcinoma of the rectum of one year's

duration, underwent colotomy, no glass rod being used ; the gut was opened

on the third day. (ii. 2052.)

A labourer, aged 68, who had had haemorrhage and other symptoms of

carcinoma of the rectum for thirteen months, underwent colotomy five days

after admission. No glass rod was used,* and the bowel was opened on the

fifth day. (iii. 810.)

A timekeeper, aged 70, with symptoms of carcinoma of the rectum of eight

months' duration, underwent the same operation ; no glass rod was used, and
the bowel was opened on the fourth day. (ii. 1104.)

A dustmPtn, aged 72, with the same disease, of four months' duration, bat

without obstruction, underwent colotomy on the fourth day after admission.

A glass rod was used, and the bowel opened on the fourth day. (iv. 631.)

For Fibrous Steictdee of the Rectum.

Fatal Cases.—A married woman, aged 30, was admitted with a well-

marked fibrous stricture of the rectum. For years she had been constipated,

and for about two months the bowels had been opened only about twice a

week. There was no abdominal distension, but on account of the increasing

constipation it was decided that a left inguinal colotomy should be performed.

This was done on the fourteenth day after admission, about eight inches of

distended sigmoid flexure being brought out and fixed by numerous sutures,

the projecting portion then cut away at once ; nn glass rod was used. The
operation was followed almost immediately by collapse and vomiting ; the

patient gradually grew worse, and died on the fourth day after the operation.

Much ffecal matter came away through the wound at and after the operation.

At the post-mortem it was found that about half an inch of the line of sutures

had given way, and that the bowel at this place had receded into the

abdomen, thus allowing extravasation of fasces into the peritoneal cavity, and
setting up fatal peritonitis, (ii. 996.)

A servant, aged 48, was admitted with chronic intestinal obstruction caused

by extensive carcinoma of the uterus pressing on, but not infiltrating, the

rectum. Seventeen years previously a fibrous stricture of the rectum had been

divided with an excellent result, but in the last year constipation had again

become very troublesome. Eighteen days after admission inguinal colotomy

was performed ; no glass rod was used, and the gut was opened on the fifth

day. The result was good, and the patient was relieved for a time, but she

eventually became greatly emaciated, and died of the malignant disease on
the fifty-eighth day after the operation. There was no post-mortem,

(iii. 2835*,)

Eecovert.—A coastguardsman, aged 33, had had a fibrous stricture for six

years, and colotomy was performed on account of pain and haemorrhage six

weeks after admission ; no glass rod was used, and the gut was opened next
day. The patient made a good recovery, and left the hospital seven weeks
later, (ii. 119.)
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ABDOMINAL SECTION.

For tuberculous peritonitis.—Three cases, with one death.

A boy, aged 5, who had suffered from diarrhoea and loss of flesh for about
sis weeks, was transferred from a medical ward with a tender and distended
abdomen. The abdomen was opened, and much clear iiuid let out. Numerous
miliary tubercles were seen on the peritoneum. The wound, which was
closed without drainage, became infected with tubercle, but eventually healed,
and the boy left the hospital seventy-two days after admission, having gained
flesh, and being much improved in general health. The fluid did not
reaccumulate in the abdomen, (v. 1013.)

_

Another boy, also aged 5, was transferred from a medical ward with the
diagnosis of probable tuberculous peritonitis, but possible cirrhosis of the
liver

; the abdomen was greatly distended. At the operation a large quantity
of clear fluid was let out; no disease of either peritoneum or liver was
actually seen. The abdomen wa&. drained, and considerable improvement
ensued, the patient returning to the medical ward eighteen days after the
operation, and leaving the hospital six weeks later still, (v. 1852.)

A dairymaid, aged 18, had suffered for ten months from slight abdominal
pain and gradually increasing abdominal distension. She had previously been
quite well. She was at first admitted to the gynascological ward as an
ovarian tumour, and then transferred. The abdomen was fully distended
and moderately hard, but scarcely at all tender ; it was resonant in front, but
somewhat dull in the flanks and hypogastrium. The temperature was normal.
The abdomen was opened, and much yellow jelly-like clot, together with a
little fluid, removed from the peritoneal cavity. The surrounding adhesions,
which were numerous, were broken down, and the omentum, which was
greatly enlarged and infiltrated with tubercle, was removed. The operation
was a very long and severe one, and the patient died thirty-six hours later

;

the temperature had risen steadily after the operation, (ii. 987.)

For perforative peritonitis.*

Peeforated Gastric Ulcer.—Two cases ; both died.

A parlourmaid, aged 24, had had breakfast (one piece of toast and one cup
of tea) at 8.30 a.m. ; at 9.15 a.m. she was suddenly seized with violent
abdominal pain and collapse, and at 12.15 she was admitted to the hospital.

The abdomen was then very painful, tender and rigid, and she was still much
collapsed. One hour later, exactly four hours after the first onset of

symptoms, the abdomen was opened in the middle line. At first nothing-
abnormal was seen, but on lifting up the great omentum, and tearing through
the gastro-colic fold, much thin fluid escaped ; there was no free gas. On
lifting up the stomach a perforated ulcer was found on the posterior wall.

This was sutured with a double row of fine silk stitches, and the whole
abdominal cavity then very thoroughly washed out and drained at its lower
part. For the first few days the patient was fed chiefly by enemata, and did
well; her temperature was only once above 100*^, and in the last three days
was subnormal. On the ninth day after the operation she suddenly became
collapsed, and died in a few minutes. At the post-mortem, with the exception
of a few recent adhesions about the stomach and spleen, the whole of the
peritoneal cavity looked perfectly healthy. The ulcer of the stomach was
situated on the posterior wall near the middle of the lesser curvature, and
had been firmly closed. Within the stomach were two other ulcers that had
not perforated, (ii. 1051.)

A waitress, aged 22, was suddenlj^ seized at 11 a.m. with severe abdominal
pain and collapse, and was brought soon afterwards to the hospital. For
about a fortnight she had sufEered from slight indigestion, but had had no
other gastric symptoms. On admission the abdomen was slightly tender all

* For other cases see Appendicitis, &c.
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over ; there was no unnatural dulness, and the liver dulness was normal.

Temperature 98'^
;

pulse 80. Six hours after the first onset of symptoms the

abdomen was opened by an incision in the middle line above the umbilicus.

Free gas escaped immediately, and a perforated ulcer of the stomach was
found on the anterior wall near the oesophageal end of the lesser curvature.

The ulcer was excised, and the cut edges of the stomach united by three

separate rows of sutures in mucous membrane muscle and peritonea] coats

respectively. The abdomen was not sponged, but was irritated with 1 in

8,000 biniodide of mercury lotion for fifteen minutes, and then with boracic

lotion for another ten minutes, until the returning fluid was quite clear. The
whole operation lasted an hour and a quarter, and was well borne. Afterwards

there was a good deal 'of restlessness and occasional vomiting. The
temperature after the first few hours rose steadily to 107'^ on the third day,

when the patient died. The post-mortem showed less than a drachm of fluid

in the peritoneal cavity, but there was a little sticky lymph in most parts of

it. The hole in the stomach was firmly closed. On the posterior wall of the

stomach, just opposite the site of the excised ulcer, was a second smaller one
which had not perforated, (v. 2565.)

Perforated Typhoid Ulcer.—A boy, aged 10, was admitted very ill

with general peritonitis. For a fortnight he had been feeling ill, but had
been able to go to school UDtil five days before admission, when diarrhoea,

abdominal pain and vomiting necessitated confinement to bed. For two days

he had had constipation and distension of the abdomen. The vomiting
continued, and he got steadily worse. On admission, respiration was shallow

and rapid, pulse 160, temperature lOS''. The abdomen was distended, slightly

tender and not moving with respiration. Liver dulness was abse)d, and there

was slight oedema of the abdominal wall. The case was clearly one of peritonitis,

which was thought to be due to appendicitis. An incision was immediately made
parallel with and above the outer half of Poupart's ligament on the right side,

and much gas and lymph, and then foul yellow fluid, and what looked like

clotted milk, let out from the peritoneal cavity. The abdominal cavity was
then washed out very thoroughly for about ten minutes with 1 in 8,000

perchloride of mercm-y solution, and drained in three places. The boy died

two hours later. The post-mortem showed a large quantity of thin yellow

intestinal fluid all over the peritoneal cavity ; at a point eleven inches above
the ileo-CEecal valve was a perforation, one-eighth of an inch in diameter, of a

typhoid ulcer. There were several other typical typhoid ulcers in the intestine.

The sloughs had already separated from them. The case was clearly one of

perforated typhoid ulcer. Not until afterwards did it transpire that two other

people in the same house were suffering, or had recently suffered, from
typhoid fever, (v. 3247.)

For supposed gastric uloer.

A" servant, aged 27, had been in three other hospitals, nine, five, and one and
a half years ago, with htematemesis, supposed to be due to gastric ulcer. Five
weeks ago she had been suddenly seized with violent abdominal pain and
faintness, and subsequently had meleena. Vomiting occurred frequently from
this time onwards. On admission nothing abnormal could be felt in the
abdomen, which was not distended. After a consultation, it was decided to

open the abdomen and suture the stomach over the supposed gastric ulcer.

When the abdomen was opened the stomach seemed quite normal, and no
adhesions were found. The wound was therefore simply closed again. The
patient made a good recovery, and when she left the hospital, twenty-four
days later, she had lost all her pain and vomiting, and seemed quite well.

(v. 1129.)

For hydatid of liver.

A healthy-looking girl, aged 4, was admitted with two painless rounded
swellings in the liver ; they had been noticed two months. Both were
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removed by abdominal section on two separate occasions, and the child made
an excellent recovery, (i. 1695*.)

A boy, aged 8, had had a painless roanded swelling in the liver for three

months. The abdomen was opened, a hydatid cyst opened and drained, and
a good recovery followed, (i. 3273.)

CholeeystOtomy.—Performed eight times, with one death ; all the

patients were women between the ages of 30 and 60
;
gallstones were present

in all the cases.

Recoveries.—A woman, aged 53, had been subject for ten months to

attacks of biliary colic, with slight jaundice ; the gall bladder could be felt

indistinctly. Cholecystotomy was performed, and two stones, each half an inch
in diameter, were removed. The patient was discharged thirty-four days after

the operation with a small biliary fistula, (iii, 630.)

A woman, aged 43, was admitted for pain and swelling in the region of the

gall bladder, The pain had lasted three months, and there had been several

acute attacks ; there had never been any jaundice. The gall bladder was
opened and five large calculi were removed, together with ten ounces of clear

yellow fluid. The gall bladder was drained, and a good recovery followed, the

patient leaving the hospital on the thirty-sixth day after the operation with
the wound quite healed. The swelling had ibeen diagnosed outside the
hospital as a moveable kidney, (iv. 713.)

A woman, aged 31, had been sent to the hospital as a case of moveable
kidney ; she complained chiefly of dull pain in the right loin. In the region

of the gall bladder a tumour was easily felt ; it could also be felt very easily

at the back of the loin, just below the last rib. The tumour proved, on
abdominal section, to be an enlarged gall bladder ; four ounces of clear fluid

and several stones were removed, and a good recovery followed, (iv. 2320.)

A woman, aged 31, had for two months noticed pain and swelling in the
region of the gall bladder ; she had never had jaundice or colic. The gall

bladder, which was much distended, was opened, and a large stone was
removed from its neck. The gall bladder was drained for eight days, and the
patient left the hospital on the twenty-first day after the operation quite well,

and with the wound healed, (v. 977.)

A woman, aged 37, had had for six weeks a swelling in the region of the
gall bladder ; six years ago she had had jaundice and biliary colic, and she
had had several attacks since ; on admission there was no jaundice ; the
enlarged gall bladder could easily be felt. At the operation fifty-two gall-

stones were removed, and the gall bladder drained. The patient made a good
recovery, and left the hospital on the forty-third day after the operation with
the wound almost healed, (v. 2951*.)

A woman, aged 45, had had symptoms of gall stones for four years ; she had
had several attacks of colic, increasing in frequency and severity. The gall

bladder could be felt ; there was no jaundice. Three large facetted stones

were removed, and the gall bladder drained. The patient made a good
recovery, and left the hospital on the thirty-third day after the operation with
the wound almost completely healed, (v. 2950.)

A woman, aged 59, was admitted with a large moveable swelling in the
right loin. It had been noticed for about two years, and had lately caused a
good deal of dragging pain. There had been no jaundice and no urinary
symptoms. The diagnosis between gall bladder and kidney was uncertain.

The abdomen was opened, and half a pint of turbid fluid let out from the
gall bladder. The latter was drained for two days. The patient made a good
recovery, and left the hospital on the forty-second day after the operation
quite well, and with the wound closed ; it subsequently reopened, however,
(ii. 771.)
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A married woman, aged 45, who for two years had suffered from dyspepsia,

and for two weeks had not beeu feeling well, was suddenly seized, four days
before admission, with violent pain in the right hypochondrium, followed by
vomiting.. There was no history of any previous abdominal trouble. She
was treated for two days in a medical ward, and the peritonitis subsided
somewhat, and an ill-defined swelling appeared in the above region. She then
again became much worse with more pain and vomiting and a rapid running
pulse. The abdomen was then opened ; much orange-coloured fluid ran out.

There was much peritonitis, apparently general. Cholecystotomy was
performed, and sixty small stones removed. It was believed that perforation
of the gall bladder had occurred, but the patient seemed too ill to permit of

a more thorough examination. The abdomen was washed out with sterilised

water. The patient died collapsed seven hours later. The post-mortem
showed the cystic and common ducts to be full of stones. The gall bladder
was much thickened and distended, and at the middle of its under-surface
was a minute perforation at the bottom of an ulcer evidently caused by the
stones. The peritonitis had been at first localised, then general, (iii. 708.)

Cholecystectomy.—Performed twice ; both patients recovered.

A hospital porter, aged 53, had had, for three months only, many severe
attacks of biliary colic without jaundice. Some tenderness and sense of

resistance was felt in the right hypochondrium, but no tumour. A vertical

incision was made from the tip of the ninth costal cartilage, and the gall

bladder was drawn up and opened ; about a drachm of dark viscid bile

escaped together with several small gallstones ; another larger stone could
be felt impacted in the cystic duct, and could not be extracted. The duct was
therefore tied beyond the stone, which was then removed together with the
whole gall bladder. The wound was drained for seventeen days, a little blood-

stained fluid coming away for the first few days. The patient made an
excellent recovery, and left the hospital on the twenty-ninth day after the
operation, quite well. Although he subsequently had some more pain, yet he
was able to resume his occupation at the hospital, (v. 1877.)

A woman, aged 52, was admitted to the gynsecological ward with a fibroid

of the uterus and a rounded, very moveable lump, as large as a fist, situated

just to the right of the umbilicus. The nature of this lump was doubtful, but
it was believed to be a moveable kidney. The history was that nine years ago
she had strained herself in lifting, and soon afterwards she had noticed this

lump ; the lump had occasionally disappeared. For six months she had had
a good deal of pain. As this pain incapacitated her from work, the abdomen
was opened and the tumour exposed. It was covered by omentum, some of

which was removed. The swelling was found to be a globular smooth cyst
with a thick wall, and having a thin layer of liver tissue spread over it. The
nature being still uncertain, it was decided to remove it. A satisfactory

pedicle was obtained and the tumour cut away ; no duct was seen. The wound
was drained with a glass tube. The tumour, when cut into, was found to be
the gall bladder, with walls nearly a quarter of an inch thick, and containing
thick white viscid matter and one large and several small facetted gaUsto
nes. She was fed by nutrient eneraata at first, and made an excellent recovery,
leaving the hospital on the twenty-seventh day after the operation with the
wound almost healed. (Martha 235.)

For Abscess of Liver.—Five cases ; one death.

An engineer's labourer, aged 28, who had been abroad, but had never had
dysentery, was admitted on account of hepatic pain of three months' duration.
There was a definite swelling in the epigastrium. A fortnight after admission
an incision was made into the swelling and much discoloured pus let out. The
cavity was drained and slowly healed up, the patient leaving the hospital on
the thirty-fourth day after the operation, (ii. 2954.)
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A labourer, aged 28, who had been a soldier in India, was admitted with an
abscess of the liver ; symptoms of hepatitis had existed nearly two years. An
incision was made into tlie abdomen directly over the abscess, and the latter

aspirated, about a pint of pus being withdrawn ; the liver was then, sewn to the

abdominal wall, to shut off the peritoneal cavity as much as possible ; the

opening into the abscess cavity was then enlarged and drained with a glass

tube. The patient made an excellent recovery, and left the hospital on the

seventy-fifth day after the operation in good health, but with a, small sinus not

quite closed, (iii. 2144.)

A carman, aged 24, who had never been out of England, and had never had
dysentery or ague, was admitted with a hepatic abscess pointing in the

epigastrium. Six months previously he had had an attack of diarrhoea and
melfena ; three weeks ago he had first noticed the swelling in the abdomen.
The abscess was opened by direct incision, the general peritoneal cavity not

being opened. The patient made a good recovery, and left the hospital three

weeks later with a small sinus not quite closed, (iv. 663.)

A coloured student, aged 34, who had been in West Africa, had had for two
years pain in the liver. In the last two months the pain had been worse and he
had had rigors. He was admitted to a medical ward with a distinct tumour in

the right hypochondrium ; this was punctured and some pus was let out ; he
was then transferred to a surgical ward. A direct incision was made into the

abscess, which was adherent to the abdominal wall ; several ounces of pus were
let out, aud the abscess cavity was washed out and drained. He made a good
recovery, and left the hospital a month after the operation with a sinus not
quite healed, (v. 2589.)

A nursery maid, aged 19, was admitted to a medical ward for pain and
swelling in the region of the liver. The illness had begun twelve months
previously with sudden pain in the right iJiac fossa, causing her to lie up for

a month. A few weeks later another similar attack occurred, for which she
was treated in another hospital. Since that time she had had constant pain
in the right side of the abdomen, with occasional vomiting and diarrhoea. After
admission the pain and swelling about the liver gradually increased ; there
was much dulness at the base of the right lung. Tliree months after admission
an incision was made in the loin and six ounces of pus let out. Subsequently
a counter-opening was made ; but the suppuration never ceased, rigors occurred,

and the patient gradually sank, dying six months after admission. The post-

mortem showed a small single simple ulcer of the hepatic flexure of the colon
;

this had perforated and set up a hepatic and perihepatic abscess ; the former
had been opened, but the latter only indirectly. There was some pleurisy at

the right base. The appendix was quite healthy, (iv. 2364*.)

[See also two other cases of hepatic abscess, described under Excision of a

rib. (Male ii. 332, and Medical Kegister Male 1, 146a.) Both of these died.]

For Abscess of spleen.

A man, aged 30, was admitted to a medical ward for left pleurisy and
abdominal pain. He had been ill for about three weeks, and had previously
bad good health. Half a pint of clear fluid was withdrawn from the left

pleura. Abdominal pain and tenderness became more marked, and a swelling
appeared below the costal arch on the left side. A month after admission this

became so marked that he was transferred to a surgical ward and an incision

made through the abdominal wall below the costal arch, and about a pint and
a half of pus let out from a cavity more or less localised in the abdominal
cavity. A fortnight later a piece of rib was resected and a counter-opening
made, but the patient gradually sank and died three weeks afterwards. The
post-mortem showed an abscess of the spleen with much suppuration around
that organ. The main cavity had been well drained, but not that in the spleen
itself. There was also suppurative pylephlebitis, (iv. 585.)
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For Intra-abdominal abscess.

A labourer, aged 40, was admitted with an indistinct swelling in the upper
part of the abdomen following a " strain " a month previously. The swelling
gradually became more pronounced, especially in the right lumbar and hypo-
chondriac regions. A suppurating hjematoma commencing in the lesser

peritoneal cavity was diagnosed. Fifteen days after admission the swelling
was aspirated, turbid fluid being withdrawn ; the abdomen was then opened
and about fifteen ounces of pus mixed with blood clot was withdrawn. The
wound was drained and packed with gauze. The patient, although very ill for

a day or two, made a good recovery, and left the hospital on the thirty-seventh

day after the operation. When seen again, three weeks later, the wound was
soundly healed and the patient quite well. (i. 3422*.)

For Pelvic abscess.

A married woman, aged 26, had had abdominal pain for about one month
and was admitted with a temperature of 102°. An inflammatory swelling was
found to occupy most of the left side of the pelvis. Three days after admission
the abdomen was opened ; the adherent omentum was tied, and the abscess

having burst and given exit to a quantity of foul pus, the abdomen was washed
out, and the wall of the abscess dissected away with much difficulty. The
wound was drained. Patient never recovered from the collapse, and died next
day. (Martha 266.)

For Cyst of pancreas.

A man, aged, aged 19, had been in good health until one hour after doing some
gymnastic exercises, when he was suddenly seized with abdominal pain and
vomiting. Both symptoms continued until a few hom-s later. There was then

some general distension of the abdomen, but no tenderness. In the umbilical

region an indefinite deep-seated rather large tumour could be felt. Pulse 120
;

temperature 101°. No diagnosis was made, but the symptoms appeared to

point to some form of intestinal obstruction. Six hours after the onset of

symptoms, the abdomen was opened in the middle line, and a large rounded
purplish mass, some six inches in diameter, was exposed, apparently consisting

of a number of blood cysts ; it was covered with peritoneum, and was believed

to be in the great omentum. The tumour was clearly irremoveable, so some of

the cysts were punctured and the wound closed. The patient did well for a

week ; the stitches were then removed ; on the following day vomiting set in,

and the abdominal wound was found to have gaped, omentum protruding

through it. This was replaced, but the vomiting continued, and the patient

died on the tenth day after the operation. The post-mortem showed multi-

locular cystic disease of the pancreas, the head of which had been converted

into a large globular mass of cysts, varying in size from that of a large walnut
-downwards. Into most of these hsemorrhage had occurred, and it was evident

that recent haemorrhage into the cysts had caused pressure upon the duodenum,
and thus set up the acute symptoms of obstruction. It subsequently transpired

that for several months the patient had complained of constipation and griping

pain about the abdomen, (ii. 3317.)

Gastrostomy.—Two cases ; one death,

A printer, aged 55, had had dysphagia for five months and vomiting for three

months. On admission he was very thin and ill. There was a stricture at the

lower end of the oesophagus admitting only a small bougie. On the seventh

day after admission, gastrostomy was performed by Albert's method, and the

stomach opened at once. The patient gradually sank and died two days later.

At the post-mortem the stomach was found to be well-united to the abdominal
wall, and there was no peritonitis. There was, however, much septic consoli-

dation of one lung, caused by direct extension of the epitheliomatous growth
through the oesophagus into the lung. (i. 1649.)
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A woman, aged 28, was admitted much emaciated with a fibrous stricture of
the oesophagus, twelve inches from the teeth, produced b.y swallowing hydro-
chloric acid two months previously. Nothing could be passed through the
stricture. Gastrostomy was performed. The patient was fed by the rectum for
two days, then by the mouth ; the stomach was opened on the seventh day.
She made an excellent recovery, and left the hospital on the forty-ninth day
after the operation in good health, and having had no ulceration or other
trouble about the wound, (iv. 2650*.)

G-astro-enterostomy.—Five cases ; two deaths.

Recoveries.—A man, aged 29, was admitted on account of a simple stricture

of the pylorus, produced b.y accidentally swallowing some hydrochloric acid
three months previously. He was greatly emaciated and vomited frequent Ij-.

No tumour could be felt. In the first eight days his stomach was washed out
frequently, and he was fed chiefly by the rectum. Gastro-jejunostomy was
then performed, the intestine and stomach being united by silk siitures without
the aid of any button. Some trouble was experienced with a quantity of solid

undigested food in the stomach ; this was all removed. The operation lasted

an hour and forty minutes, and injections of strychnine and ether had to be
given towards the end. The patient, however, quickly rallied from the collapse.

After the operation he was fed bj^ the rectum ; he was very troublesome and
restless, and on the fifth day insisted on getting up and going home. Three
weeks later he was seen at home, having apparently quite recovered. The
highest temperature after the operation was 99"6°. (ii. 2073.)

A plumber, aged 37, was transferred fi'om a medical ward with carcinoma of
the pylorus. His symptoms had lasted eight months, and were pain, vomiting
after food, and progressive emaciation. The patient Avas vevj thin ; a tolerably
well-defined tumour could be felt in the region of the pylorus. Gastro-
jejunostomy was performed through a median incision, Murphy's large oval
button being used. The anterior surface of the stomach was united to the
beginning of the jejunum. For a week after the operation the patient was
fed by the rectum. He made a good recovery, and left the hospital thirty-one
days after the operation. The button had not then been passed, (v. 364.)

A married woman, aged 47, was admitted with a dilated stomach and a
history of frequent vomiting for two j-ears and emaciation for some weeks.
Seventeen years ago she had vomited a quantity of blood on one occasion only.
Seven days after admission gastro-jejunostomy was performed. Murphy's large
oval button being used. The pjdorus was felt to be thickened, and a large
hard gland was found near it. The operation lasted half an hour. The patient
recovered well from the operation, and her symptoms were relieved for a time. She
left the hospital on the thirty-first day after the operation, but was readmitted
a week later on account of a considerable painful and tender swelling in the
epigastrium. Nothing more was done, and after five days' stay, she again left

the hospital in the same condition as on admission. Her private doctor
subsequently reported that she became gradually worse, and died three months
after leaving the hospital ; the button was never passed. No post-mortem
could be obtained, (v. 2257 and 2611.)

Deaths.—A married woman, aged 36, was admitted for carcinoma of the
pylorus. Nine years previously she had had a single attack of hjBmatemesis

;

after this there were no marked gastric symptoms until five weeks before
admission, when frequent vomiting and gastric pain began. On admission the
general condition was pretty good ; a distinct tumour, as large as a walnut,
could be felt in the region of the pylorus. Ten days after admission, gastro-

enterostomy was performed, a round one-inch Murphy's button being inserted,

and a ring of Lembert's sutures around this. A portion of omentum containing

a carcinomatous nodule of growth was removed. The patient continued to

vomit, and died of peritonitis four days later. The post-mortem showed a



222

small localised carcinoma of the pylorus with much stricture. There were no
secondary growths and no enlarged glands other than those already mentioned.
(iii. 1269.)

A woman, aged 56, was transferred from a medical ward with carcinoma of
the pylorus. Emaciation, pain and vomiting after food had been present about
ten months. A distinct tumour could be felt, and the patient was cachectic
and very ill. Gastro-jejunostomy was performed, the first part of the jejunum
being united to the posterior wall of the stomach by three rows of silk sutures.

No button was used. The operation lasted one hour and a quarter. The
patient never rallied from it, and died on the third day afterwards. The post-
mortem showed that none of the sutures had cut out, and that there was no
leakage. There was a very small amount of sticky lymph around the operation
area, but the rest of the peritoneum was healthy, except for the growth which
was in the pylorus, liver and other parts, (v. 456.)

For Acute intestinal obstruction.

Steangulation by a band.—Three cases ; one death.

A woman, aged 27, had had a " tumour " removed by abdominal section at

another hospital six years ago. Since that time she had been quite well until

two days before admission, when after a heavy meal she was suddenly seized

with pain and vomiting. Both symptoms continued, but constipation was not
absolute. On admission the abdomen was moderately distended, but soft. For
nine days afterwards the patient was treated by nutrient enemata and other
non-operative measures, but as she was at the end of that time not improving,
and still vomited occasionally, the abdomen was opened. A band of adhesions
was found partially constricting the small intestine, close to the old scar. This
was divided ; all symptoms subsided, and the patient made an excellent

recovery, leaving the hospital eighteen days after recovery, (v. 1774.)

A monthly nurse, aged 56, had been operated upon for strangulated femoral
hernia at another hospital four months before admission. The gut was in a bad
condition, but was returned to the abdomen ; abdominal pain and symptoms
of chronic obstruction soon followed. On admission the abdomen was much
distended, but soft. A fortnight after admission the abdomen was opened, and
a piece of small intestine found to be firmly bound down to the uterus. This

was freed with some difficulty ; the wound was drained with gauze. When the

latter was removed, twenty-four hours later, fseces began to come through the

wound. This condition persisted, and undigested food was noticed at times to

pass through the fistula. Exactly four weeks after the first operation the

abdomen was re-opened, and eight inches of small intestine, together with the

fistula, were removed. The cut ends of intestine were joined by a one-inch
Murphy's button. There were many adhesions, and the operation lasted an
-hour and a half ; the insertion of the button took twelve minutes. A little

mucous membrane protruded at one point, and here a single Lembert's suture

was put. The abdomen was drained for five days, and the patient made an
excellent recovery, passing the button on the sixteenth day, and leaving the

hospital on the thirty-sixth day after the last operation. When seen again,

three months later, she was still in excellent health, (v. 1026.)

A boy, aged 11, went to a school treat and was sick soon afterwards ; never-
theless, he went to school for the next two days ; on the fourth day he
complained of pain across the lower abdomen, and again vomited. Next day
and the day after he vomited several times and had more pain ; the bowels
had not been opened for two days. He was brought to the hospital ill and in

much pain with a uniformly distended abdomen. For the next two days he
was treated by enemata with little result ; he vomited occasionally and seemed
to get rather better ; he passed flatus each day. On the third day -after

admission the abdomen was much distended, coils of small intestine being
visible. The abdomen was opened in the middle line ; numerous bands of

adhesions were found, and two of them were divided. The bowels gave way
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at one spot, and the rent was immediately sewn up. The patient was much
collapsed after the operation, and died twelve hours later. The temperature
had been normal until the time of operation. At the post-mortem two old
constrictions of the small intestine were found ; both were within two feet of
the ileo-cffical valve. The bands that had caused them had been divided.
There were numerous other adhesions, the result of old peritonitis (there was
a history of a long abdominal illness five years before) ; there was no tubercle
in the peritoneum or mesenteric glands, and the appendix, although bound
down by adhesions, showed no evidence of old or recent disease. The rent
in the bowel had been firmly sutured. The case was one of sub-acute
strangulation by bands, probably the result of old simple peritonitis, (iv. 394.)

Strangulation through hole in omentum.—A painter, aged 50, had
been subject to constipation for twenty years. Seven days before admission
he was seized with sirdden abdominal pain, followed by vomiting, and then by
distension of the abdomen. The symptoms gradually became more severe
until admission. An incision was then at once made as for inguinal colotomy

;

on opening the peritoneal cavity a quantity of blood and clot escaped ; the
case was thought to be one of malignant disease or possibly aneiu'ism ; the
wound was drained. The patient died two days later. At the post-mortem it

was found that twelve feet of small intestine had been strangulated through a
hole in the omentum, and that the hfemorrhage was from the intensely
congested intestine, (v, 626.)

For Intussusception.—Three cases ; two deaths.

A female infant, aged 10 months, was admitted with an intussusception, the
symptoms of which had lasted but a few hours. Abdominal section was
performed at once, and reduction of the intussusception effected within ten
minutes of the beginning of the operation. The child made a good recovery.
(iv. 1406.)

A female infant, aged 7 months, had been ailing for five weeks ; for three
days vomiting and other symptoms of intussusception had been present. On
admission the child was very ill ; the intussusception was seen protruding from
the anus. The abdomen was immediately opened and the intussusception
reduced. Considerable force had to be used to reduce the last few inches ; the
operation lasted twenty-five minutes. The child died seven and a half hours
later. There was no post-mortem, (v. 942.)

A girl, aged 7^, had had vomiting, constipation and abdominal pain for
three days. The pain, however, had not been severe. On admission the
general condition was good, but the abdomen was distended and rigid in its

lower half. In the right iliac fossa a firm swelling of the size and shape of a
lemon could be felt. It was moveable and evidently within the abdomen.
The abdomen was opened at once, and the tumour found to be an intussuscep-
tion. Manipulation failed to reduce the intussusception, but caused rupture
of its serous coat, so fifteen inches of intestine were resected and the ends
joined by Murphy's button. In approximating the two halves of the button,
however, a piece of mucous membrane was left protruding. The intussuscep-
tion was of the ordinary ileo-ca3cal variety. The child died ten hours later.

The temperature and pulse had risen to 103° and 136 respectively before
death. The post-mortem showed no signs of fsecal extravasation, (v. 1664.)

For Acute Enteritis.

A warehouseman, aged 21, who had previously been quite well, felt a sudden
pain in the abdomen one afternoon, but continued his work that day. Next
day the pain was much worse, and vomiting began ; he stayed in bed two days,
and on the fourth day came to the hospital very ill indeed. His bowels had
acted until the day before admission. The abdomen was not distended

;

nothing could be felt in it. The abdomen was immediately opened, and more
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than three feet of jejunum found deeply congested and almost gangrenous.
A small band was seen and divided, but this was not considered to be the cause
of the obstruction. No fiu'ther operation was attempted, on account of the
patient's desperately bad condition. Death occurred four hours later. At the
post-mortem, acute enteritis was found involving forty inches of the upper
part of the small intestine. The intestine was greatly thickened and inflamed,
but there had been no constriction anywhere. There were several simple
ulcers of the stomach. The case was clearly one of acute enteritis, (v. 2853.)

For Appendicitis.

The classification of the operations upon the vermiform appendix is the same
as that adopted last year. All the cases in Table II. appear also in Table I.

All operations, whether large or small, performed upon the appendix in either

medical or surgical wards have for convenience been placed together in Table
II., as was done last year and the year before.

The total number of operations upon the appendix has diminished from
forty-three in 1896 to thirty-nine in 1897.

The cases of acute suppurative appendicitis treated by free incision into the
general peritoneal cavity have diminished in number from twelve in 1896,
with nine deaths, to nine in 1897, with seven deaths.

The cases of acute suppurative appendicitis treated (generally at a later

date) by simple incision of the abscess through peritoneal adhesions have also

diminished slightly from fifteen in 1896, with three deaths, to thirteen in 1897,

with two deaths.

The cases of removal of the appendix for chronic appendicitis in a quiet

interval have increased from eight in 1896 to thirteen in 1897 ; there were
no deaths in either year.

I.

—

Acute Appendicitis without external Suppuration.

Ilx2)loratory operation.

One case ; recovery.

A girl, aged 16, was admitted on the third day of an attack of acute appen-
dicitis. She walked to the hospital, and was found to have a tender swelling

in the right iliac fossa and a temperature of 101*8°. On the following day,

the temperature being then normal, the abdomen was opened over the swelling.

Some congestion of the cfecum and neighbouring peritoneum was seen, but no
pus. The appendix was not seen. A drainage tube was inserted, and two
days later there was a slight discharge of pus from the wound. With the

exception of a slight rise a few days after the operation, the temperature

remained normal, and the patient made an excellent recovery. She left the

hospital on the thirty-third day after the operation with the wound quite

healed, (i. 1620.)

II.

—

Acute Appendicitis with Suppuration.

(ct) Free inoision into the peritoneal cavity, removal of appendix, masliing

out and drainage.

Two cases ; one recovery.

A schoolboy, aged 14, was admitted with acute appendicitis. He had had
one previous attack six months before, and had subsequently been in his usual

good health until the morning of the day before admission, when he was
suddenly seized with severe abdominal pain, collapse and vomiting. He was
kept quiet and treated with opium. On admission he looked ill, the abdomen
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was moderately distended, and there was considerable pain, especially in the

left iliac fossa ; no tumour could be felt. Seven hours later, or about thirty

hours after the first onset of symptoms, the abdomen was freely opened in the

right semi-lunar line and some pus found free in the abdomen. The appendix,

which was perforated and contained two concretions, was removed, and the

abdomen thoroughly washed out with 1 in 4,000 biniodide of mercury lotion

followed by boracic lotion, and then drained. The operation was followed by
vomiting and restlessness for a day or two, and then the boy made a rapid and
excellent recovery, leaving the hospital on the forty-second day quite well.

Several months later he was known to be in excellent health, (v. 3577*.)

An art student, aged 18, was admitted very ill with peritonitis, due to

appendicitis. There was no history of any previous attack. Sis days before

admission he first complained of abdominal pain. Three days later he went
for a long bicycle ride, and was much worse afterwards. Two days later, while

sitting up in bed, he was suddenly seized with violent pain in the right iliac

fossa and became collapsed. His temperature rose immediately to 101"2°.

Next day he was brought to the hospital and an operation was immediately
performed. On admission he was still much collapsed and very ill. His
temperature was 99'5°. Pulse 102. The abdomen was tender, tense and rigid.

The abdomen was opened in the right semi-lunar line, and pus and sticky

lymph were found glueing the intestines together as far as could be seen

through the wound. The peritoneal cavity was washed, sponged and drained

as thoroughly as possible, and the perforated appendix, together with a loose

ffecal concretion, were removed. The operation lasted nearly two hours. The
patient never recovered from the collapse, became very restless, and died three

hours later. There was no post-mortem, (iii. 1628.)

(Zi) Free incision and washing out ; no search for tlie appendix.

Five cases ; no recoveries.

A married woman, aged 24, had had indigestion for three or four years and
some constipation for about two years. Fifteen days before admission she was
suddenly seized with pain all over the abdomen, and four days later became an
in-patient, at another hospital, with a swelling in the right iliac fossa. She
discharged herself a few days later with the swelling larger than before. On
admission she looked ill, and had in the right iliac fossa a considerable tender
swelling, apparently an abscess in connection with the appendix. On the
following day an incision was made in the right semi-lunar line, and the general
peritoneal cavity opened ; distended bowel, but no pus, was seen. The wound
was closed, and another incision made over the swelling. At fii'stonly distended
and matted intestine were seen, but on passing the finger into the iliac fossa

and breaking down adhesions, pus came welling up into the wound. An
attempt was made to shut the pus ofE from the general peritoneal cavity by
sponges, and the cavity was well washed out and drained. About five ounces
of pus came away. The patient became much collapsed, and died on the
following day. There was no post-mortem, (iv. 452.)

A man, aged 50, was admitted with a history of six weeks vague abdominal
symptoms and constipation, and of five days acute obstruction. He walked
to the hospital and did not seem very ill. A swelling could be felt in the right

iliac region. The abdomen was at once opened in the middle line ; the
peritoneal cavity at first seemed healthy, but on passing the finger into the right
iliac fossa, pus began to well up. The abdominal cavity was washed out and
drained, a counter-incision being also made in the right iliac region. The
patient did fairly well for about twenty-four hours, then grew rapidly worse,

and died on the third day. The post-mortem showed a localised abscess around
the appendix, which was perforated and had contained a concretion. The
abdominal cavity contained a mixture of pus and lotion, (i. 674.)

A schoolboy, aged 12, who had had no previous illness, but who had
complained of vague abdominal pain for " some time," was admitted on the
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eleventh day of an attack of acute appendicitis. The illness had begun with

sudden pain in the right iliac region, followed by constipation for nine days
and occasional vomiting. A dose of castor oil then produced an action of the

bowels. He continued to go about as usual until the day of admission, when
pain again became very severe and vomiting became frequent. On admission

there was a large swelling in the right iliac fossa and the whole abdomen was
distended and tender. An incision was made into the swelling and pus let out

;

but as the abdominal swelling did not subside, a second incision was immediately
made in the middle line and more pus let out. The whole abdomen was then
washed out, but the boy died four hours later. No search was made for the

appendix. The post-mortem showed a perforated appendix, (iii. 2113.)

A schoolboy, aged 11, was admitted on the fifth day of a first attack of acute

appendicitis ; the abdomen was distended and tympanitic ; no tumour could

be felt, but there was dulness and much tenderness in the right iliac fossa. On
the day after admission an incision was made into the abdomen, and much foul

pus let out from a localised cavity. The unobliterated portion of the peritoneal

cavity was also opened, but immediately sewn up again. The abscess was
washed out, and no search was made for the appendix. The temperature
remained normal, and the patient did very well until thirteen days later, when
he had a fresh attack of severe abdominal pain with distension and a rapid

pulse. He was thoiight to have general peritonitis, so the abdomen was freely

opened ; a localised collection of pus was found, but the general peritoneal

cavity was not infected ; the abdominal cavity was washed out. The patient

never rallied from the operation, and died in four hours with a rapidly-rising

temperature. The post-mortem showed that the pus had become disseminated

into the general peritoneal cavity, and had thus caused death by its absorption.

(v. 458.)

A schoolboy, aged 9, was admitted on the twelfth day of a first attack of

appendicitis. The abdomen was slightly distended, the temperature was 102°,

and a definite swelling could be felt in the region of the appendix. An incision

into the general peritoneal cavity showed healthy peritoneum ; this wound
was then closed and a puncture made into the swelling with a needle, and pus
struck. A second incision was thereupon made over the swelling, behind and
above the anterior superior iliac spine, and about four ounces of foul pus were
let out. This wound w^as then thoroughly washed out. No search was made
for the appendix. Rapid pulse, restlessness and abdominal distension quickly

followed, and the patient died on the second day after the operation. The
post-mortem showed that the incision into the abscess had also freely opened
the healthy portion of the peritoneum. The peritoneal cavity contained much
pus and lotion, (iii. 761.)

(c) Free incision anA drainage ; no washing out; no search for the appendix.

One case ; death.

A man, aged 20, appeared to have had good health until four days before

admission, when he began to vomit ; his bowels were not opened after that day.

Two days later severe abdominal pain set in. On admission the patient looked
ill. Temperature was 99-6°. The abdomen during respiration moved only
slightly, at the upper part. There was marked oedema over the whole of the

lower part of the abdomen and some resistance on palpation, especially on the
right side. An incision was immediately made into the abdomen parallel with
Poupart's ligament, but beginning as high as an inch and a half above the level

of the anterior superior spine. The general peritoneal cavity was opened, and
after passing a probe down towards the pelvis some pus welled up. A drainage
tube was inserted. No search was made for the appendix. After the operation
the patient continued to vomit, the temperature rose rapidly, and death
occurred next day. The post-mortem showed a large localised abscess in the
pelvis *nd right iliac fossa, due to a perforated appendix which lay at the
brim of the pelvis, and contained two fsecal concretions. The incision into the
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peritoneal cavity was wholly above the area of the abscess, which could have

been opened through the adhesions only by an incision very low down in the

abdomen, (v. 3545.)

(di) Free incision ; local sponging without general loasJung out ; no search

for the appendix.

One case ; recovery.

A schoolboy, aged 11, who had had a similar attack before, was suddenly
seized, two days before admission, with severe abdominal pain, followed by
vomiting and constipation. On admission the abdomen was tense, and moved
slightly on respiration. There was resistance and dulness in the right iliac

fossa. Temperature 103°
;
pulse 120. The labdomen was immediately opened

by an incision near Poupart's ligament. The peritoneal cavity was opened
and the cEecum presented ; offensive pus was then seen to well up from the
neighbourhood of the appendix into the peritoneal cavity ; it was sponged
away, no irrigation of the abdominal cavity being performed. No search was
made for the appendix. For some hours the boy was very restless, and for a

few days the abdomen was very tender. The temperature fell at once, and
the boy made a good recovery. In this case there was a definite abscess cavity,

which was opened during the operation, (i. 2696.) s,

(e) Limited incision through peritoneal adhesions ; no removal of appendix.

Thirteen cases ; eleven recoveries.

Eecovbeies.—A woman, aged 18, was transferred from a medical ward
on the nineteenth day of an attack of acute appendicitis. A simple

incision was made low down near Poupart's ligament, and much foul pus was
let out. The wound was drained, and the patient made a slow but good
recovery, leaving the hospital on the thirty-eighth day after the operation, and
fifty-third after admission ; the wound was almost healed, (i. 2642*.)

A woman, aged 19, was admitted on the fourth day of a first attack of

appendicitis. The attacks began with severe pain all over the abdomen,
vomiting and constipation. She stayed in bed from the beginning of the illness.

On admission she looked ill ; the temperature was 102". The pain and swelling

were chiefly on the right side of the abdomen, which was tender and distended.

On the day of admission an incision was made just above and parallel to the

outer part of Poupart's ligament, through peritoneal adhesions into a localised

abscess cavity. The abscess cavity was drained, but not washed out ; no
attempt was made to fi.nd or remove the appendix. The temperature fell

immediately, and the patient made an uninterrupted recovery, leaving the

hospital forty-four days after the operation with a small sinus nearly healed.

(ii. 259.)

A laundress, aged 50, v/as admitted on the ninth day of a first attack of

acute appendicitis, which had begun with pain and vomiting ; she had kept in

bed for the last six days. On admission there was a well-defined swelling just

above the outer half of Poupart's ligament. The temperature was normal.

All acute symptoms had subsided. She was kept quiet in bed for another
eight days, and the abscess was then opened by a small oblique incision just

above the outer half of Poupart's ligament. A fsecal concretion was removed
with the pus, and the abscess cavity washed out. No attempt was made to

interfere with the appendix or the adhesions. The patient made an uninter-

rupted recovery, and left the hospital twenty-nine days after the operation

with the wound almost healed, (ii. 2895*.)

A woman, aged 53, had had for thirteen days abdominal pain, diarrhoea and
occasional vomiting ; she was then admitted to a medical ward, and eleven
days later transferred to the surgeon ; in the last few days she had had several

slight rigors. An incision was at once made into a localised abscess ; no search

Q 2
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was made for the appendix ; the wound was drained. Convalescence was
slow and complicated by melancholia. On the forty-third day the patient

was discharged to an infirmary, the wound being not quite healed. The
temperature was then about 101° or 102" every evening, (iv. 667.)

A schoolgirl, aged 5, was admitted with acute appendicitis of five d.a.js'

duration. The patient was very ill. The abdomen was uniformly distended
and tender ; no definite lump could be felt in the iliac region. Pulse 120

;

temperature 99°. An incision was at once made in the semi-lunar line, and
pus was found ; no healthy peritoneum was seen. The abscess cavity was
drained, but not washed out ; no search was made for tlie appendix. The
patient made a slow but excellent recovery, convalescence being delayed by
some suppuration in the abdominal wall, which occurred a fortnight after the

operation. The patient went to Swanley on the seventieth day after the

operation in good health, and with the wound almost healed, (v. 169.)

A girl, aged 1.5, was admitted on the tenth day of an attack (apparently the

first) of acute appendicitis. It had begun with vomiting and pain in the right

iliac fossa. The abdomen was much distended, and a large inflammatory
swelling extended nearly to the umbilicus and well to the left of the middle
line. An incision near the right iliac spine did not strike pus, but a second
incision nearer the middle line opened a large localised abscess. The cavity

was drained, but not washed out. The patient made a slow but good recovery,

leaving the hospital forty-three days after the operation, quite well and with
the wound healed. At one time some fEecal matter had come away with the

pus. (v. 1426.)

A servant girl, aged 19, was admitted to a medical ward on the nineteenth
day of an attack of appendicitis ; the attack had begun acutely with sudden
pain and vomiting : the latter symptom soon passed ofi, but local tenderness
remained. She was kept in the medical ward for eleven days, and a swelling
In the right iliac fossa gradually became more pronounced ; the temperature
was between 101° and 104°. The patient was then transferred to a surgical

ward, and a incision internal to and a little above the anterior superior spine
led to the evacuation of a very large quantity of foul pus from a localised

intra-peritoneal abscess cavity. The cavity was washed out and drained for

about three weeks. The patient made an excellent recovery, and left the
hospital on the fortieth day after the operation with the wound healed,

(v. 1558.)

A policeman, aged 24, was admitted about the fourteenth day of a first

attack of acute appendicitis, which had begun with severe abdominal pain and
vomiting. On admission the temperature was 100°

; in the light iliac fossa

was a large swelling, which when opened gave exit to a pint of foul pus. The
operation was performed on the day of admission, and the incision was made
through the peritoneal adhesions. No search was made for the appendix.
The abscess was drained for many weeks. The patient made an uninterrupted
recovery, and left the hospital on the eighty-fifth day, quite well and with the
wound healed, (iv. 3553*.)

A carman, aged 54, was admitted within a few hours of the onset of a first

attack of acute appendicitis which had begun with violent pain and vomiting.
On admission the abdomen was distended, rigid and tender. He was kept
quietly in bed for several days, and the signs of a localised abscess in the right
iliac fossa gradually became more pronounced. On the seventh day an incision

was made through peritoneal adhesions, and some very foul pus and a concre-
tion were let out. The cavity was drained for several weeks. The patient
made an excellent recovery, and left the hospital on the forty-third day after
the operation, quite well and with the wound practically healed. The tempera-
ture after the operation was never above 99°. (i. 2379.)

A man, aged 18, was admitted with acute appendicitis of at least two days
duration. An incision was at once made low down near Poupart's ligament
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and a localised abscess containing about six drachms of pus was opened ; no
search was made for the appendix. The cavity was washed out locally and
drained, and the patient did well, leaving the hospital on the foity-third day.
(v. 3039.)

A boy, aged 13, wa^ admitted to a medical ward on the fifth day of^an
attack of acute appendicitis. He had had complete constipation, and vomited
frequently. The abdomen was tense and tender, but no definite lump could be
felt in it. On the third day after admission an incision was made through
peritoneal adhesions into an abscess cavity, and about three ounces of foetid

pus let out. He made a good recovery, and left the hospital seven weeks later.

(ii. 2224, and Med. Eegister ii. 184.)

Deaths.—A boy, aged 13, was admitted on the fourth day of an attack of

appendicitis, which had begun acutely with sudden pain and vomiting. He
was considerably collapsed, and the abdomen was distended and tender,

especially in the right iliac region. Temperature 10r2°. An incision was at

once made over the region of the appendix, and about three ounces of foul pus
was let out directly the peritoneal cavity was opened. The abscess appeared
to be a localised one, but with a track leading down into the pelvis. No search

was made for the appendix, and there was no irrigation. The wound was
drained. The temperature and pulse both rose, the boy became more and
more restless, and died twelve hours later. The post-mortem showed that

there had been old inflammation of the appendix, with the formation of a

small abscess shut in by the great omentiira ; that this had ruptured into the

general peritoneal cavity (probably at the date of the onset of acute

symptoms), but had subsequently been again localised by adhesions ; that this

abscess had been opened at the operation ; that further extension of

suppuration had taken place (probably just before the operation) in two
directions : (1) along a narrow track running upwards towards the stomach

;

(2) towards the pelvis. All the rest of the peritoneal cavity was healthy.

(ii. 3116.)

A boy, aged 17, was transferred fi'om a medical ward with acute appendicitis.

Five days before admission to the medical ward he had had sudden abdominal
pain and vomiting. Next day he took to his bed. In the next four days he
had much pain, with occasional vomiting and a little diarrhoea. He was kept
in the medical ward for two days. During this time his condition was fairly

good ; the temperature was about 101°
; the abdomen was a good deal

distended, but moving at the upper part. An operation was then performed,

on the seventh day of the illness ; an incision an inch and a half long was
made just above the outer part of Poupart's ligament and parallel with it, and
a localised abscess containing two ounces of pus was opened ; a finger was
introduced to explore the abscess, and the latter was washed out. The
temperature and pulse both gi-adually rose, the patient became very restless,

and died on the second day after the operation. The post-mortem showed
ulceration of the appendix with a concretion. In opening the abscess a hole

had accidentally been made through the adhesions into that part of the

peritoneal cavity that had previously been healthy, and through this hole pus
and lotion had been injected into the general peritoneal cavity, setting up
general peritonitis. There were two prolongations of the original abscess, one
towards the loin, the other towards the pelvis, (ii. 144.)

III.

—

Chronic Appendicitis with Abscess.

(«) Free incision, removal of appendim, local sponging and drainage.

Two cases ; no deaths.

A boy, aged 10, was admitted for abdominal pain. In the last five years he
had had several attacks of vomiting and constipation. For the last three

weeks he had had occasional vomiting and some abdominal pain. On admission
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the temperature was 101'6°
;
pulse 104 ; and he had much pain in the right

iliac fossa. The abdominal walls were rigid, but there was no abdominal
swelling, local or general. He was kept quietly in bed, and by the third day
the temperature had become normal, and it never rose again. On the sixteenth

day after admission, when slight pain and tenderness in the right iliac fossa

were the only symptoms, the abdomen was freely opened in the right semi-lunar
line, and the appendix easily found and removed. In the course of the
operation a localised abscess, containing perhaps an ounce of pus, was found.
Sponges were packed around this, and the pus removed by local sponging
and washing. The wound was drained, and the patient made an uninterrupted
recovery, leaving the hospital on the thirty-fifth day after the operation. He
was readmitted three months later, complaining again of pain. (iv. 1719.)

A girl, aged 14, had had a first attack of appendicitis ten weeks before
admission. She stayed in bed for a fortnight, and was afterwards able to get
about. Since that time she had had many slight attacks of pain, and for this

she was admitted. A distinct tumour, as large as a hen's egg, could be felt in

the right iliac fossa. There were no acute symptoms. The abdominal cavity
was freely opened, and an abscess cavity containing two ounces of pus was
found surrounding the adherent appendix ; the latter was removed, and the
pus removed by local sponging ; there was no irrigation. The wound was
drained by means of a tube and iodoform gauze. The patient made an
uninterrupted recovery. At no time, either before or after the operation, was
the temperature above 98-6°. (v. 2011.)

(J) Limited incision tlirongli adhesions ; no searchfor the appendix.

One case ; recovery.

A compositor, aged 21, was admitted with appendicitis and an abscess. For
four weeks he had had pain, and for two weeks a swelling in the region of the
appendix. He had had several previous attacks of appendicitis. On adniission

the temperature was normal. In the right groin was an obvious abscess with
redness and oedema of the skin. The abscess was opened by simple incision

and drained. The patient made a good recovery, and left the hospital on the
thirty-fourth day with the sinus almost healed, (iv. 1762.)

IV, — Chronic Recuerent Appendicitis without External
Suppuration.

Free incision^ removal of appendix.

Thirteen cases ; all recovered. ,

A boy, aged 15, had had three attacks in the last six months. The appendix
was found to be much bound down by adhesions ; the central part was
removed ; the tip could not be removed, and was left ; a good recovery
followed, (i. 2216.)

A man, aged 26, had had several attacks in the last ten years ; there was no
pus ; a good recovery followed, (iv. 1175.)

A man, aged 27, had had four attacks in six months ); he had phthisis ; a
good recovery followed, (v. 3244.)

A baker, aged 28, was admitted with chronic appendicitis ; the first attack
had begun two months before admission ; three weeks after admission the
appendix_ was removed ; it was found surrounded by adhesions and a few drops
of pus ; it had evidently perforated on some previous occasion ; the wound
was drained for seven days, and a good recovery followed, (v. 890.)
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A chemist, aged 28, had had five attacks in eighteen months ; the appendix
was firmly bound down by adhesions ; the operation was long and difficult

;

most of the small intestines were out of the abdomen at one stage of the

operation ; a good recovery followed, (iii. 14:31a.)

A bootlaster, aged 33, had had two attacks in six months ; the appendix

was much bound down by adhesions ; there was no pus ; a good recovery

followed, (i. 2262.)

A butler, aged 33, had had two attacks in the last few years ; no tumour
could be felt ; the appendix was found to be slightly thickened ; there were
no adhesions nor concretion nor suppuration. No drainage ; a good recovery

followed, (i. 1361.)

A girl, aged 14, also made a good recovery ; she had had at least one
previous attack, and had been in the hospital earlier in the year for the same
complaint, (i. 2335.)

A laundress, aged 25, had had two previous attacks. The appendix was not

obviously diseased, but was doubled on itself, and was therefore removed
;

there were no adhesions ; nothing was found wrong with ovary or kidney ; a

good recovery followed, (iv. 1878.)

A woman, aged 26, had had many attacks in four years ; the appendix was
found thickened, and with a caseous mass in connection with it, evidently the

remains of a former abscess ; a good recovery followed, (ii. 1772.)

A woman, aged 32, had had three attacks, the last two months before

admission ; a few drops of pus were found near the appendix ; the wound was
drained for forty-eight hours, and a good recovery followed, (v. 1078.)

A governess, aged 33, had had foiu' attacks of appendicitis ; the appendix
was thickened ; there was no adhesions and no pus. The great omentum was
the seat of multilocular cystic disease, and was also removed at the same time,

(See an account of this case by Mr. Harrison Cripps, in the Path. Soc.

Transactions, 1897.) (ii. 108.)

In all these thirteen cases the appendix was removed in a quiet interval

when there were no acute symptoms.

There were also two other cases which appear in the Statistical Tables under
other headings, but which may be mentioned here.

One of these was a case in which the appendix was removed, although not
diseased ; it is described under exploratory abdominal section, which was
performed for acute peritonitis, thought to be due to appendicitis, but which
was subsequently found to have been caused by the rupture of a suppurating
cyst of the kidney, (i. 1874.)

The other case was one of acute appendicitis in which an exploratory
extraperitoneal operation was performed, no pus being found. The case was
in a medical ward, and appears in the Medical Statistics only, and not in

Table II. The patient was a boy, aged 17, who was admitted on the third

day of an attack of acute appendicitis. There was much pain and tenderness
in the right iliac fossa, distension of the abdomen, and frequent vomiting.
Temperature 101°. He was treated at first by rest, but on the following day
he was worse, and the peritonitis was more marked, the abdominal wall being
fixed and rigid ; an exploratory extraperitoneal incision was therefore made
just above Poupart's ligament ; the peritoneal cavity was not opened. No
evidence of suppuration was found, so the wound was simply closed up again.

The symptoms gradually subsided, and the patient made a good recovery,

leaving the hospital on the twenty-seventh day after the operation. (Medical
Register i. 122.)
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Enterotomy.—Three cases ; three deaths,

A market gardener, aged 30, had been quite well until seven months before

admission, when he began to complain of pain in the abdomen, especially-

after meals, and lasting usually from a quarter of an hour to two hours.

Vomiting and occasional diarrhoea then set in, but after careful dieting these

symptoms subsided. In the last few few weeks, however, they had all

returned, and he had been worse than ever. On admission he was thin and

pale ; the abdomen was uniformly distended and tympanitic, and did not

contain any fluid ; below and around the umbilicus was some induration.

Nothing could be felt per rectum, except some hardness and fixity of the

tissue around it. The bowels were opened about once a day, but not very

freely. On the sixth day after admission the abdomen was opened as for

inguinal colotomy, first in the left, then in the right iliac region, but the

sigmoid and ceecum were found to be so much bound down by adhesions that

it was impossible to bring either of them up into the wound. A loop of

small intestine was therefore drawn out and opened. The peritoneum was

found studded everywhere with small flat, whitish nodules, which were

thought to be either malignant or inflammatory. After the operation the

patient continued to vomit frequently, gradually became weaker, and died on

the second day after the operation. The post-mortem showed chronic simple

peritonitis, with much thickening of the peritoneum and numerous old

adhesions matting the intestines together. There was a well-marked fibrous

stricture of the pylorus, which may have been the starting point of the

peritonitis. No ulcer of the stomach or duodenum could, however, be found,

(ii. 1412.)

A man, aged 78, had been quite well until two days before admission, when
he was suddenly seized with acute abdominal pain and vomiting. The
vomiting was frequent afterwards. There was no history of any previous

attack. On admission nothing abnormal could be felt in the abclomen, and
there was no distension. The symptoms of obstruction were, however, so

urgent, that a few hours after admission the abdomen was opened in the

middle line. The colon being undistended, and no cause of obstruction

having been found, a loop of distended small intestine was stitched to the

abdominal wall and opened. The vomiting continued ; scarcely any feecal

matter came away, and the patient died on the second day after the operation.

The post-mortem showed old calcified mesenteric glands ; the great omentum
was rolled up with a cord as thick as a finger ; the tip of this was firmly

adherent to the calcified glands. The rest of the cord lay to the left of the

mesentery, and constricted loosely the whole of the small intestines from a

point five feet below the duodenum. The enterotomy wound was one foot

above this point. There was neither perforation nor peritonitis, (iv, 988.)

A sempstress, aged 13, was brought to the hospital suffering from acute

intestinal obstruction. Three months previously she had been in another
hospital for three weeks with vomiting and diarrhoea, and was said to have
had "typhoid fever." She afterwards remained well until three weeks before

admission, when she had another attack lasting a week. On the day before

admission a third attack commenced with severe abdominal pain, vomiting,

and distension of the abdomen. She was at that time somewhat collapsed,

but she improved a little by the following day, when she was admitted to a
medical ward. Her condition then did not seem to demand any operation,

but a few hours later she again became collapsed, and nearly pulseless witli

frequent vomiting. The abdomen was moderately distended, especially in

the lower half, and coils of distended intestine could plainly be seen. The
abdomen was immediately opened in the middle line ; no pus or peritonitis

were found, but the small intestines were greatly distended. The appendix
seemed normal, and no cause for the obstruction could be found. A distended
coil of intestine was therefore stitched to the abdominal wall and opened, but
the patient died twenty minutes after the operation. The post-mortem
showed that the case was one of strangulation of the ileum by old bands of
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adhesion connected with old appendicitis. The appendix coLfained a fsecal

concretion lying in a small collection of pus, and surrounded by dense, and
evidently very old, adhesions, (iii. 120.)

J3r There were also two~other cases of a woman, aged 41, and a man, aged 18,

in which enterotomy was performed as part of an operation for strangulated

femoral hernia and for appendicitis ; they are fully described under herniotomy
and abdcminal section for appendicitis respectively, (iii. 283 and iii. 1628.)

A sixth case is also described under exploratory abdominal section (p. 240)
(v. 1546) ; all these cases ended fatally.

Entereotomy.—Six cases ; two deaths.

Recoveries.—A chairmaker, aged 69, had been apparently well until one month
before admission ; since that date he had had abdominal pain and vomiting
and increasing coustipation ; these symptoms increasing and distension setting

in, inguinal colotomy was performed two days after admission. The sigmoid
flexure, which had a carcinomatous stricture at its lower part, was drawn out

of the wound and fixed there by sutures the growth being thus left outside

the abdomen. The gut was opened at once ; no glass rod was used. Eleven
days later the gut was freed from the abdominal wall, and several inches of

it were resected, including the colotomy opening and the growth. The
divided ends were united by silk sutures, and dropped back into the abdomen.
The peritoneal cavity was washed out and drained by a glass tube in the

middle line, and a rubber tube in the other wound. On the fifth day the glass

tube was withdrawn, and it was then found that it had broken, and that an
inch or two of it remained in the pelvis, where it was subsequently felt. It

was not deemed advisable to remove it, as it was not causing any trouble. In
other respects the patient's recovery was good, and he left the hospital six

weeks after the second operation with the wounds nearly healed. He was able

to walk about, and complained of nothing but a little pain occasionally,

(ii. 1333.)

A woman, aged 46, had had for two years a swelling in the right femoral
region. Three months before admission the swelling bm'st, and a fecal fistula

had existed ever since. Local operation having failed to cure the fistula, the

abdomen was opened, and the fistula found to lead into the cEecum, which was
partially herniated into the femoral canal. A portion of the csecum was
excised, and the wound sewn up. The patient made an excellent recovery,

and left the hospital on the thirty-fourth day after the operation with the

wound soundly healed, (iv. 2539).

A woman, aged 44, who had been in the hospital some years previously with

pelvic abscess, was admitted with a strangulated ventral hernia near the left

anterior superior iliac spine. She was much exhausted by the frequent

vomiting. Tliree inches of gangrenous small intestine were resected, and the

cut ends united by simple silk sutures. The operation lasted two hours and
twenty minutes. The patient made an excellent recovery, and left the

hospital twenty-seven days later, (ii. 1376.)

The case of a woman, aged 56, who underwent enterectomy for a fsecal

fistula, which followed an abdominal section for intestinal obstruction, has

been fully described under the latter heading (p. 222). (v. 1026.)

Deaths.—A boxmaker, aged 16, had had somewhat similar attacks eighteen

and two months before admission ; he had otherwise been in good health, and was
at work when he was suddenly seized with acute abdominal pain and vomiting

;

three hours later he was admitted to a medical ward. He was still vomiting,

and was considerably collapsed. Temperature DT-e*^. The abdomen moved
well, and nothing abnormal could be detected in it except a little tenderness

and resistance in the right iliac fossa. The case was thought to be one of

appendicitis. After a few hours rest in bed the symptoms subsided and he



234

seemed better, but on the following day he rapidly became much worse, and
the abdomen became greatly distended. The abdomen was opened just

twenty-four hours after the first onset of symptoms. A quantity of blood-

stained fluid escaped, and thirty-six inches of small intestine were found
tightly strangulated by a band, and perfectly black and gangrenous. Although
the patient's condition was hopelessly bad, the gangrenous intestine was rapidly

cut away, and the ends brought out at the external wound. The operation

lasted about fifty minutes, and the patient died a few minutes later. The
post-mortem showed old caseation of tuberculous mesenteric glands, with a

band of adhesions that had strangulated the ileum for a very long time. The
lumen of the ileum at the point of strangulation was very small indeed.

There was, however, a fistulous opening between the duodenum and the
ascending colon, which had acted as a safety valve, and prevented the earlier

occurrence of intestinal obstruction, (iv. 964.)

A woman, aged 39, was admitted with a ffecal fistula. For six years she

had had suppuration about the abdomen, following a blow and complicated by
an ovarian tumour, remoYed at another hospital five years before admission.

On admission she was in good condition, but with a fistula to the right of and
below the umbilicus. The abdomen was freely opened, several inches of adherent
small intestine removed, and the ends joined by a Murphy's button. The
patient died three days later of peritonitis, which appeared to have been
caused, not by any leakage at the seat of resection, but by infection at the

time of the prolonged and complicated operation. The button held the ends
of intestine quite firmly, (v. 1963.)

Another case of a woman, aged 41, who underwent herniotomy, enterectomy
and enterotomy, has already been described, and appears in the Statistics,

under herniotomy for femoral hernia (p. 209). (iii. 288
.)

For Replacement of prolapsed viscera after colotomy.—One case ;

death.

This case has already been fully described under colotomy (p. 213).

(ii. 2939.)

For Erasion of tuberculous mesenteric gland.—One case ; recovery.

A boy, aged 6, had for one year been passing blood with his motions, and
had been emaciating. In the right iliac fossa could be felt with ease an
irregular rounded freely moveable swelling, as large as a walnut. Opinions
were divided between adenoma of the intestine, chronic intussusception, and
tuberculous mesenteric gland. The abdomen was opened over the tumour,
which proved to be a mass of caseating tuberculous glands in the mesentery,
close to the lowest part of the ileum. This was scraped, and the edges of the
wound in the mesentery were fixed to the abdominal wall. The cavity was
allowed to granulate up, and the child made a good recovery, leaving the
hospital on the thirty-eighth day. (v. 1845.)

For Hsemorrhage after radical cure of hernia.—Two cases ; two
recoveries.

The patients were males, aged 23 and 46, with inguinal hernia ; in the one
case the operation for hemorrhage was performed on the third day, after that
for hernia ; in the other it was performed during the course of the latter

operation ; both cases have already been described under radical cure of
hernia (p, 211). (v. 697 and iii. 82.)

For Haemorrhage into lesser peritoneal sac.

A gardener, aged 50, was admitted on account of a large abdominal tumour.
Six months previously he had strained himself while carrying a ladder, and
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was for some hours in much pain, although able to continue his work. Twenty-
four hours later, while coughing, he first noticed the swelling in the left

hypochondrium. For a week he was seriously ill with symptoms of intestinal

obstruction. Three weeks later he had thrombosis of the yeins of both logs.

The tumour when first noticed was nearly as large as on admission. On
admission the patient appeared to be in good health. Occupying the whole of

the upper and left quarter of the abdomen was a prominent rounded elastic

swelling, neither painful nor tender. It moved with respiration,, and appeared
to be a hfematoma of the lesser peritoneal sac. Three weeks after admission,
as the tumour was supposed to be increasing in size, the abdomen was opened
in the middle line above the umbilicus, a cyst opened and eight pints of dark
greenish-brown alkaline fluid let out ; this contained altered blood but no bile.

The cyst wall was sewn to the abdominal parietis and the cyst drained. The
cyst was in the lesser peritoneal cavity. Two days after the operation, food
was found to be passing through the fistulous opening. This continued for

several days, and the patient appeared to be losing ground. Firm bandaging
of the abdomen, however, caused the fistula to heal, and the patient left the
hospital on the thirty-second day after the operation with the wound almost
closed. When seen again two months later, he was perfectly well and had
resumed his work. (i. 2731.)

For Insertion of wire into an aortic aneurism.—One case ; recovery.

A laundress, aged 35, had had a pulsatile moveable swelling in the upper
part of the abdomen for six months. It had been slowly increasing in size.

On admission it appeared to be as big as a hen's egg, and could be moved
laterally for about two inches on either side. The abdomen was opened, and
the aneurism found to spring fi'om the front of the abdominal aorta, near the

CEeliac axis. It had a wide base. Five feet of fine silver wire and a piece of

silkworm gut were then inserted into the aneurism through a canula, and
the opening closed with a ligature. The patient did extremely well, and the
temperature remained normal until the twenty -fifth day, when it suddenly
rose to 104'', with a rigor. After this the temperature remained about 102°

for three days, and then the patient insisted on going home. When seen at

home a month later, the aneurism appeared to have consolidated, and the

patient's general health was good. No cause for the elevation of temperature
was discovered. Nearly a year after the operation she was again seen and
found to be well. (iii. 827.)

For Rupture of bladder.—Two cases ; two deaths.

A man, aged 41, who for about five weeks had had much difficulty in passing

water, was admitted with complete retention, and in great pain, having passed

no water for twenty-six hours. Catheters had been passed before the patient

came to the hospital, but no urine came away. Under an anaesthetic a little

urine was passed synchronously with respiration. The abdomen was opened
and the bladder found to be much sacculated. One of the sacculi had
ruptured, partly inside and partly outside the peritoneum, and there was urine

in the peritoneal cavity. The patient never rallied from the operation, and
died thirty hours later. There was no post-mortem, (i. 2217.)

The other case, in which the bladder was ruptured during lithotrity, has

already been described under the latter heading, (v. 1326.)

Hystereotomy.

Abdominal hysterectomy for fibroid was performed ten times, with one
death.

The fatal case was that of a woman, aged 37, admitted with a tumour
extending nearly up to the umbilicus. The uterus was removed without
difficulty, and the stump was cauterised and dropped back into the abdomen,
the peritoneum having been sewn over it. The patient became restless, the



236

pulse rose and became very weak, and she died on the second day. The post-
mortem showed peritonitis, the pelvic peritoneum being intensely congested,
and containing a good deal of thick yellow dirty-looking pus. The stump
itself looked well, and had evidently not been the source* of infection.
(Martha 139.)

The.nine successful cases were those of women, aged 30, 48, 36, 29, 30, 50,
2-1, 37, 42. (See Martha notes, Nos. 17, 35a, 86, 88, 89, 102, 309, 321, 353.)

Vaginal hysterectomy for carcinoma.—There was one death ; the woman
was aged 54, and had an epithelioma extending as high up as the internal os.

The patient died of peritonitis two days later. At the post-mortem the kidneys
were found to be much destroyed by chronic inflammation. The whole of the
primary malignant disease had been removed, and there were no secondary
growths in glands or elsewhere. (Martha 5.)

Hysteropexy.—Performed once with partial success upon a woman, aged
56, for procidentia. She was readmitted a few months later and underwent
a second operation, described under exploratory abdominal section.

(Martha 43A.)

Removal of uterine fibroid.

This was the case of a woman, aged 34, who had a large fibroid with a
pedicle one inch in diameter ; this was transfixed, tied, and treated intra-

peritoneally. The patient seemed to do well for three days, then suddenly
became restless and faint. The temperature ran up to lOS'', and she died on
the fourth day. The post-mortem showed a good deal of blood-stained fluid in
the peritoneal cavity, but no definite evidence of peritonitis. (Martha 131.)

Removal of uterine appendages.

A married woman, aged 26, had had pelvic inflammation on and off for two
years, and was losing flesh ; a pyosalpinx as large as an orange was removed,
but the temperature rose steadily after the operation, and the patient died
two days later. The post-mortem showed an opening into the upper part of

the rectum ; there was also lardaceous disease of the viscera. (Martha 261.)

For Extra-uterine gestation.—Three cases ; one death.

The two successful cases were women, aged 87 and 24 ; in each case the
pregnancy was of about three and a half months.

The fatal case was that of a woman, aged 84, at a somewhat earlier period

of gestation (probably about two months). There was a large quantity of

clot in the abdomen, but no very recent blood. After the operation the
patient vomited frequently, and died on the third day of peritonitis. The
post-mortem also showed a good deal of blood in the pelvis. (Martha 90.)

Oophorectomy.

A married woman, aged 37, who had never had children, was admitted for

severe dysmenorrhoea, which had lasted many years, and had resisted all mild
forms of treatment. Double oophorectomy was performed ; one ovary was
found cystic, and on the other side there was a small uterine fibroid adherent
to the ovary. There were numerous dense adhesions, which made the operation
very difficult. The patient made an excellent recovery, and was relieved of

her pain.

Ovariotomy.

For Innocent Tumoue.—Thirty-five cases ; two deaths.



237

Recoveeies.—Three cases were of dermoids of the ovary in women, aged
45, 28 and 30 (Martha 163, 201, 202) ; in one case of a woman, aged 58, there
was also an old calcified hydatid of the abdominal wall, which was removed
at the saqie time as the ovarian cyst (v. 311) ; in one case of a woman, aged
30, the tumour was a hydatid, containing numerous daughter cysts ; it was
drained tlarough the posterior fornix (Martha 117) ; the other twenty-eight
cases presented no points of any special interest, (i. 817, ii. 1359, iii. 1150,
1320, 1720, iv. 463, 2403, v. 2226, and Martha 11, 21, 59, 74, 125, 132, 137, 160,

168, 170, 173, 204, 263, 275, 284, 324, 369, 370, 371, 373.)

Deaths.—A woman, aged 53, was admitted with a large ovarian tumour
and some uterine hfemorrhage. The operation was completed in less than
half an hour, and presented no unusual difficulty. The patient did well for

two days, tlien suddenly became collapsed, and died a few hours later ; the
temperature rose to 103°. The post-mortem showed no very obvious cause of

death. (Martha 81.)

A woman, aged 24, had a cystic tumour as large as a cricket ball firmly

fixed in the pelvis, and containing some foul pus ; the operation was long
and difficult, and the patient afterwards became restless, and died on the day
after the operation ; the temperature had risen to 103°

; the exact nature of

the cyst was never clearly ascertained, but it was believed to be ovarian.

(Martha 364.)

For Malignant Tumour.—Two cases ; one death.

A woman, aged 23, after removal of a tumour, at first thought to be
innocent, but subsequently proved microscopically to be malignant, made a

good recovery from the operation, and left the hospital four weeks after

admission.; she died at home some months later, (v. 1378.)

A woman, aged 53, was admitted very ill with a very large ovarian tumour
and oedema of the legs. Twelve days after admission the tumour was removed
with great difficulty, on account of numerous adhesions and much chronic

peritonitis. After the operation the temperature remained normal, but the

abdomen soon began to swell again, the patient emaciated rapidly, and died

on the thirty-second day after the operation. The post-mortem showed
numerous colloid masses in various parts of the peritoneum, (i. 1587..)

Exploratory Abdominal Section.

For Calculus in the Ureter.—Agirl, aged ll, was admitted on account
of renal pain and occasional hsematuria ; these symptoms had lasted two years.

No enlargement of the kidney could be detected. On the day after admission

a severe attack of pain occurred. Ten days later the kidney was explored

from the loin and found to be slightly dilated, but otherwise normal ; no stone

could be found. The wound healed. Three weeks after the first operation

another severe attack of colic occurred, so an exploratory abdominal section

was performed, and a stone felt in the right ureter close to the bladder. The
wound was closed, it being intended to remove tlie stone subsequently by supra-

pubic cystotomy. The lumbar wound was re-opened and drained. The patient

died three days later of peritonitis, which was found at the post-mortem to

have been caused by a communication accidentally made between the lumbar
wound and the peritoneal cavity. The stone in the ureter was three-quarters

of an inch long. The opposite kidney was somewhat hypertrophied, but was
otherwise quite normal, (v, 423.)

For Contusion of Abdomen.

A coal porter, aged 22, was admitted for a contusion of the abdomen, the

wheel of a heavy van having passed across the abdomen. He was somewhat
collapsed, and in much pain. The abdomen was at first flat, and the muscles
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moved well. Abdominal distension, however, soon set in, the pulse rose to 132,

vomiting occurred, and tlie liver dulness, at first normal, became apparently-

absent. Five and a half hours after the accident an exploratory laparatomy

was performed, the abdomen being opened below the umbilicus. Blood,

apparently venous, escaped, but no gas. Nothing more was done, the wound

being closed without drainage. For about a fortnight the patient was very ill,

with a temperature from 101° to 102°, a pulse of about 100, and much thirst

and vomiting. He then rapidly improved. The bowels were opened for the

first time on°the third day, some old blood clot being passed with the motions.

Convalescence was complicated by orchitis and thrombosis of the iliac vein,

but the patient made an escellent recovery, and left the hospital quite well on

the seventy-second day after admission, (v. 1187.)

For Intestinal Obstruction.—Three cases ; three deaths.

A woman, aged 50, was admitted with symptoms of intestinal obstruction.

Constipation had been present for fourteen days or more, complete obstruction

with vomiting and abdominal pain for about five days. The abdomen was

opened and the intestines examined. No definite cause of obstruction could

be found, but a tumour could be felt deep down in the pelvis. The patient

seemed to do well for a few days, then got rapidly worse, and died on the fifth

day. The post-mortem showed old adhesions in the pelvis, probably due to old

supiDuration about the Fallopian tubes. This had led to adhesions and partial

obstruction of the ileum. No further operation could well have relieved the

obstruction, (i. 677.)

A milkman, aged 36, was admitted emaciated and ill with chronic peritonitis

and a history of three months' vomiting, abdominal pain and constipation.

Some hard masses, thought to be new growth, could be felt behind the rectum

and near the umbilicus. There was much free fluid in the abdomen, and some
distension. A month after admission an exploratory abdominal section was

performed in the left groin as for colotomy, but the sigmoid flexure was found

so bound down that it could not be brought up to the wound. As the

distension was not great the wound was simply closed. The patient gradually

sank, and died a month later. The post-mortem showed a large simple chronic

ulcer' of the stomach which had eroded all the coats of the stomach. The

edges of the ulcer had, however, undergone a remarkable spontaneous inversion,

the neighbouring portions of the serous coat being firmly united over the base

of the ulcer. Chronic peritonitis had caused much narrowing of the rectum

and transverse and descending colon, (i. 862.)

A boy, aged 14, who had had many previous attacks of " biliousness," was
suddenly seized, two days before admission, with violent pain all over the

abdomen, followed quickly by vomiting, which occurred frequently, especially

after attempting to take food. On admission he was in great pain, the alidomen

was greatly distended and tender all over. Pulse 110 ; temperature 98-6°. The
case was thought to be probably one of appendicitis. An incision was made
over the ciECum, which was found distended and inflamed. Pus began to ooze

up. As the patient was very ill, and nearly died on the table, nothing more
was done than the insertion of a drainage tube. On the following day he

seemed much better, but the temperature then rose rapidly, vomiting began
ao-ain, and death occurred two days after the operation. At the post-mortem

it°was found that the appendix was quite healthy ; that there was a Meckel's

diverticulum two inches long springing from a point ten inclies above the ileo-

cfecal valve and adherent by its tip to the mesenterj^, thus causing chronic

strangulation of eight inches of small intestine, and narrowing it to a diameter

of one-third of an inch. The strangulateci intestine was greatly congested, and
the tip of the diverticulum had perforated and set up a localised abscess which

in its turn had caused general peritonitis. The diverticulum had behaved in

much the same way as an appendix in a case of acute appendicitis, (ii. 1757.)
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For Malignant Disease,—Fourteen cases ; four deaths.

Recoveries.—A man, aged 53, had had for seven months dyspepsia and
occasional vomiting, and for two months had noticed a swelling in the upper
part of the abdomen. The tumour was situated just below the edge of the
liver and to the right of the middle line ; it was hard, rounded, and about two
inches in diameter. It was singularly moveable laterally, and could be pushed
entirely to the left of the middle line. Much doubt was expressed as to its

nature. When the abdomen was opened it was found to be a spherical mass of
new growth hanging in a pear-shaped manner from the edge of the liver. It
was probably secondary to disease of the pylorus. There were other smaller
nodules in the liver. Removal was impossible. The patient left the hospital
a fortnight later, (i. 1818.)

A labourer, aged 26, had had for one year pain in the abdomen and for two
months had been aware of a lump in the abdomen. The lump was found to
be a mass of malignant disease behind the sigmoid flexure. Removal was
impossible. The patient left the hospital five weeks after the operation
(ii. 329.)

A labourer, aged 30, had suffered for six months from loss of flesh, abdominal
pain and diarrhoea. In the lower and right side of the abdomen was a hard
rounded mass as large as a man's fist. It was believed to be malignant disease,
and an exploratory operation confirmed the diagnosis. The growth was in the'
ascending colon just above the caecum, and although the primary growth itself
could have been removed, the presence of a chain of enlarged glands at the
back of the abdomen contra-indicated any further operation. The patient left
the hospital three weeks later, (ii. 1683.)

A tailor, aged 54, was admitted on account of an abdominal tumour and
vomiting, both of two months' duration. He had also been losing flesh and
was constipated. Just below the liver and slightly to the right of the middle
line was a hard nodular mass as big as a man's fist. It was well-defined and
not particularly tender. An exploratory abdominal section showed it to be
malignant and irremoveable

;
its exact origin was not clearly ascertained it

was certainly attached to the under-surface of the liver, and was believed not
to be in the pylorus. The patient rapidly recovered from the operation, and
left the hospital three weeks later. When seen again, seven months later, and
examined at " consultations" by many of the surgeons, no trace of the tumour
could be found, and the man seemed to be in good health. A few months later
still, however, he was seen in another hospital suffering from jaundice and
emaciation, and there was then but little doubt that he had mahgnant disease
probably in or near the head of the pancreas. The large hard tumour that had
originally been felt and seen was probably mainly inflammatory, (ii. 1831.)

A woman, aged 47, was admitted on account of a lump in the right iliac

fossa and diarrhoea of one year's duration
; there was no obstruction.

Abdominal section showed an irremoveable mass of carcinoma of the colon •

the patient left the hospital three weeks later, (ii. 1618.)

A woman, aged 59, who had suffered for several months from pain and other
abdominal symptoms, was found to have a large irremoveable mass of malio-nant
disease springing from either the ovary or the csecum. There were numerous
secondary growths in the peritoneum. She left the hospital three weeks later
(ii. 1736.)

A woman, aged 35, who had undergone ovariotomy a year previously, was
found to have extensive secondary deposits of colloid carcinoma about the
peritoneum and elsewhere. She left the hospital three weeks after the
exploratory operation, (iii. 1486.)
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Two women, aged 66 and i9, recovered after exploratory operations which
revealed /etro-peritouea] sarcoma and malignant disease of the pelvic viscera
respectively. (Martha 15 and 271.)

The case of the woman, aged 43, with malignant disease of the mesentery,
has already been described under nephrotomy, which was also performed,

(p. 200). (iii. 2851*.)

Deaths.—A railway servant, aged 17, had been quite well until four weeks
before admission, when he had a severe attack of diarrhoea, followed a week
later by abdominal swelling, On admission he was thin and looked ill.

Occupying the middle of the abdomen was a large hard immoveable, rounded
and somewhat irregular mass. The diagnosis lay between malignant disease

and, possibly, hydatid. An exploratory operation showed a huge mass of

sarcoma in the mesentery and retro-peritoneal tissues, and involving also the

intestines. A small piece examined microscopically proved to be round-celled

sarcoma. The patient gradually sank, and died a few weeks after the operation.

The post-mortem showed secondary growths in the varioiis parts of the

abdomen, (i. 1819.)

A man, aged 76, was sent to the hospital as a case of strangulated hernia.

For three years he had had a swelling in the groin, for sis months constipation,

and for a week abdominal distension and obstruction, but without vomiting.

A large mass of malignant disease could be felt in the abdomen. An
exploratory incision in tlie scrotum showed a sarcoma of the testis, which was
removed. Tire abdomen was also opened, but as no definite obstruction could

be found, the cfecum was merely brought up to the surface and fastened there

without being opened. The patient, who was very ill before the operation,

gradually sank and died two days later. The post-mortem showed that the

only secondary growths were in the lumbar glands, (v. 836.)

A woman, aged 63, had suffered from chronic constipation for five years.

In the last three weeks she had had only three slight actions of the bowels, and
had vomited several times. On admission the abdomen was considerably

distended and tlie uterus was found to be fixed ; nothing else could be felt.

The general condition was fairly good. On the day after admission an incision

as for inguinal colotomy was made, but as the sigmoid appeared not to be
distended the wound was closed again, and the abdomen opened in the

middle line. A coil of slightly distended small intestine was opened. The
patient became very bad during the operation, and died five hours later.

The post-mortem showed a small carcinomatous ulcer at the lowest part of

the sigmoid flexure. The latter was considerably hypertrophied, but not much
distended, (v. 1546.)

A woman, aged 49, was admitted very ill with a large ovarian tumour ; for

two months she had been feeling unwell, for one month, she had noticed

the abdominal swelling, and for ten days she had had nausea. The abdomen
was opened and twelve pints of clear fluid evacuated from the peritoneal

cavity. The ovarian tumour, which was obviously malignant, was too much
fixed to the bladder and uterus to permit of its retooval. There were also

numerous secondary growths in the peritoneum. After the operation the

temperature rose steadily but slowly, vomiting and then delirium set in, and the

patient died on the twelfth day after the operation. There was no post-

mortem, (iii. 2151.)

For Procidentia Uteri.—The woman upon whom hysteropexy had been

performed some months previously for procidentia uteri was readmitted for

the same condition. An exploratory abdominal section showed the fundus of

the uterus to be still fixed to the peritoneum of the anterior abdominal wall.

The patient recovered from the operation. (Martha 43b.)
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For Pyo-nephrosis.—Two cases ; two recoveries.

A dressmaker, aged 22, had suffered for three years with frequent attacks

of severe pain in the right iliac fossa, the attacks lately occurring about every
ten days, and being accompanied by vomiting. Six weeks before admission
a swelling in the right iliac region had been discovered. For two weeks the

urine had been turbid. On admission the patient looked thin and ill. In the
right iliac and lumbar regions was a swelling as large as a cocoanut ; its

lowest border was not lower than the level of the anterior superior spine of

the ilium. At consultations there was much difference of opinion as to the
nature of the tumour ; the majority favoured appendicitis. An exploratory
abdominal incision showed it, however, to be renal. It was then opened from
the loin, and about eight ounces of foul pus were let out ; no calculus was
found ; the disease was believed to to be tuberculous. The temperature,
which before the operation had been persistently high, fell at once to normal,
and remained there. The patient made an excellent recovery, and left the

hospital on the thirty-seventh day after the operation with the wound healed.

The kidney was still considerably enlarged, but painless, (v. 2960*.)

A man, aged 39, was transferred from a medical ward on account of

pyuria. Four years previously he had passed blood in the urine, and since

that time had had occasional pain in the loin. Eeceutly there had been more
hsematuria and more pain. He had never passed gravel or a stone. On
admission there was much pyuria, but no renal tumour could be felt. An
exploratory laparotomy was performed, but no kidney could be discovered in

the right loin ; the left was of normal size and seemed healthy. The c^cum
and appendix were somewhat higher in the abdomen than was natural, and it

was supposed that the right kidney was situated in some abnormal situation

in which it could not be felt. The patient left the hospital seventeen days
later, having lost the pain, but not the pyuria. A few months later he was
readmitted with the same symptoms as before ; on this occasion a lumbar
nephrotomy was performed, and a pyo-nephrotic kidney was found in its

usual place, although small and surrounded by a good deal of chronic
inflammation, (ii. 1669.)

For Supposed enlargement of gall bladder.

This case has already been described on p. 199 under nephrotomy for
hydro-nephrosis. (v. 1072.)

For Suppurating cyst of the kidney.

A salesman, aged 27, was admitted to a medical ward on account of
peritonitis, supposed to be dne to acute appendicitis. For one week he had
complained of abdominal pain and loss of appetite. Four days before
admission violent pain and vomiting began, and lasted until admission. On
admission the abdomen was somewhat distended and moving slightly. The
pain was chiefly in the right iliac fossa and right side of the abdomen. No
tumour could be felt. The temperature was 101°

;
pulse 116. Next day the

temperature was 98"6'', but as the patient was in other respects no better, he
was transferred to a surgical ward and immediately operated upon. A
condition of general peritonitis was found. The appendix was removed, but
found to be quite healthy. The patient died collapsed a few hours later.

'

The
post-mortem showed a simple cyst in each kidney. That in the right side was
as large as an orange, and had suppurated. This suppurating cyst had
recently burst and set up peritonitis, at first localised to the right side of the
abdomen, and afterwards becoming general. The appendix had nothing to
do with the peritonitis, (i. 1874.)
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For Supposed ovarian tumour.

An unmarried woman, aged 44, was admitted on account of pain and
abdominal swelling. The latter had been noticed for a fortnight only, but
she had had pelvic pain for about two years. Examination showed a large

hard mass filling up most of the pelvis (a fibroid), and a large elastic, slightly

tender mesial abdominal tumour, extending upwards to a point midway
between the umbilicus and sternum. The cervix was high up against the middle
of the symphysis. The diagnosis was inflamed ovarian cyst. When the

abdomen was opened, the abdominal tumour was found to be a greatly

distended bladder pushed up by an interstitial uterine fibroid. Forty-four

ounces of urine were drawn off by a catheter, and the wound was simply
closed up again. The patient gradually became weaker and weaker, passed
very little urine, and eventually died nineteen days after the operation, the

wound having run a normal aseptic course, and the temperature remaining
normal until the day before death. The post-mortem showed no peritonitis

nor any definite cause for death, except a slight degree of chronic interstitial

nephritis. The fibroid was about as lai'ge as a cricket ball. (Martha 14.)
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APPENDIX TO SUB-TABLE OF CASES OF

ERYSIPELAS, PYEMIA, &c.

ERYSIPELAS—Cutaneous.

Admissions.

Of eight patients, none died.

Occurring in Hospital.

The only case was that of a man, aged 29, admitted for malignant disease of

the lung and abdomen, who developed a mild attack of facial erysipelas and
soon died, chiefly of the malignant disease, (iii. 3463.)

Occurring after Operation.

There were no cases during the year.

Phlegmonous.

Admissions.

Of twenty-five patients, none died.

Occurring in Hospital.

Two men, aged 30 and 60, admitted for wound of the hand and compound
fracture of the pelvis, developed cellulitis of the arm and leg respectively, but
made good recoveries.

Occurring after Operation.

There were no cases.

PYiEMIA AND SEPTICEMIA.

Admissions.

One male and four female patients were admitted ; of these, one male and
three females died.

A man, aged 67, admitted with pytemia following suppvu'ation about the
elbow, died six days later ; there was no post-mortem, (v. 1130.)

A woman, aged 42, was admitted in a moribund condition, and died next
day ; she had septicasmia, a facial carbuncle and a gangrenous condition of the
lower lip ; all this had followed a scratch from a baby's toe six weeks before

;

the post-mortem showed double septic pleurisy, (ii. 1476.)



245

A female infant, aged 7 months, who had been ill for seven weeks, was
admitted very ill with abscesses in various parts of the body, and evidently
the subject of pyjemia ; she died six days later, and the post-mortem showed
renal thrombosis, double plem-isy and pulmonary infarcts, (iv. 2479.)

Occurring In Hospital.

The case of a woman, aged 20, admitted for a compound fractm'e of the
femur, and who died of septicEemia nine days later, has been described under
amputation of the thigh, (v. 1866.)

DELIRIUM TEEMENS.

Admissions.

There were no cases with actual symptoms of delirium tremens at the time of

admission.

Occurring In Hospital.

Seven patients showed symptoms of the disease soon after admission. Five
of them were admitted for fractures. All recovered.

Occurring after Operation.

Two men, aged 29 and 71, developed symptoms after an operation for the

radical cure of femoral hernia and a herniotomy for strangulated inguinal

hernia respectively. Both made good recoveries.

'HP'
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INDEX.
TO Registee of Post-mortem Examinations.

SURGICAL, 1897.

BY THE SDEGICAL EEGISTRAE.

Number of Surgical Post-mortem Examinations made

DURING the year—203.

Abdominal Section—See Operations—Laparotomy.

Abnormalities (Congenital)—
Intestine Diverticula—144*.

Spina Bifida—14, 99, 106.

Abscess—
Brain—188.

Gluteal—20.
Kidney—287.

Liver -35, 69, 287.

Lung— 35.

Pelvic-169, 221.

Perineal—273.
Prostate—V55.

Spleen—97.

Sub-diaphragmatic— 97.

Addison's Disease—233.

Alcoholic Poisoning—74.

Amputations—&e Operations.

Amyloid Disease—See Lardaceous Disease.

Ankle, Dislocation— 1.S9.

Aorta, Rupture— 93.

Appendicitis— /See Vermiform Appendix.

Appendix, removal

—

See Operations.

Arm, Gangrene—266.

Artery—
Subclavian, Rupture—155.

Arthritis—
Acute, of Hip—61.

Chronic Rheumatic—1, 10.

Ascites—237, 268.

Atheromatous Arteries-138, 192,266.

Atlas, Fracture—89.

«Tbc figures refer to tlia pages of the Surgical Post-mortem Register, Icept in the Library.
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Bladder—
Calculus- 92, 115.

Carcinoma—244.
Distension— 8.

Hernia of—192.

Inflammation—77, 115, 157, 213, 255, 273.

Papilloma—156.

Kupture—92, 175.

Sacculation— 17n, 255.

Tubercle—271.

Brain—
Abscess—188.

Laceration—7, 23, 33, 34, 43, 83, 107, 120, 138, 168 180, 186, 208, 229.

Sarcoma—251.

Breast, Carcinoma—5. ,

Bronchus, Rupture of—123.

Burns and Scalds—74, 248.

C^CUM—
Hernia of—127i

Carcinoma—266.

Calculi—
Biliary—57, 65, 100, 153, 185, 226, 237.

Bladder—92, 115.

Kidney—158, 211.

Ureteric— 63.

Cancrum Oris -178.

Carbolic Acid Burn—74.

Carbuncle, Facial— 160.

Carcinoma—
Bladder- 244.

Breast—5.

Cascum—266.

Cystic Duct—237.

Intestine—82, 125, 133, 164, 203, 266, 283.

Jaw (Upper)—1.53.

Larynx—103.

Liver- 67, 149, 242, 244, 253.

Lung—242.

Lymphatic Glands-25, 136, 149, 244, 2.53.

(Esophagus— 72, 136, 246.

Omentum—201.

Ovary—149,201.
Pancreas—25.

Peritoneum-149, 201, 242.

Pharynx—103.

Pleura—149.

Prostate—213.
Eectum—242.
Stomach—25, 67, 142, 253.

Caries, Spine-22, 79, 271.

Castration—See Operations.

Cellulitis—
Labia—20.

Neck- 15.

Pelvic-211, 255.

Scalp—91.

Chloroform, Death from—176, 195.

Cholecystotomt—See Operations.
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Clavicle—
Dislocation—76.
Fracture—95, 155.

Colon—See Intestines.

COLOTOMY—&e Operations.

Costal Caetilage, Fracture—53.

Cut Throat—/See Neclv.

Ctst—
Kidney- 115, 168.

Pancreas -199.
Tubo-ovarian—131.

Cystic Duct, Carcinoma—237.

Cystitis—&e Bladder.

Cystotomy—See Operations.

Diaphragm—
Kupture—199.
Hernia tlirough—226.

Abscess under—97.

Dislocation—
Ankle—139.

Clavicle-76.

DuoDENO-CoLic Fistula—60.

Duodenum, Ulcer—226.

Ear, Inflammation of middle—163, 209, 260.

Elephantiasis-268.

Empyema -177.

Enterectomy—jS^ee Operations.

Enteritis—See Intestines.

Enterotomy—;Slsis Operations.

Epiphysitis, Hip— 20.

Erysipelas-280.

Femur—
Fracture—81, 131, 150, 155, 198, 265.

Necrosis—51, 109.

Sarcoma—3.

Fibroma, Pharynx— 195.

Fibula, Fracture—87, 157, 181.

Finger, Gangrene—38.

Fistula—
Fa3cal—41,203, 210.

Duodeno-colic—60.

Fracture—
Atlas- 89.

Clavicle- 95, 155.

Costal Cartilage—58.

Femur-81, 131, 150, 155, 198, 265.

Fibula-87. 157, 181.

Hyoid-80.
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FeACTURE

—

continned.
Jaw (Upper)—23tJ.

Malar—229, 236.

Nasal— 131.

Os Calcis-139.
Patella 10.

Pelvls-48, 181, 135, 139, 146, 151, 231.

Eib-1, 23, 47, 53, 75, 76, 93, 95, 119, 123, 129, 155, 161, 179, 181, 199, 290.

Sacrum—48.

Skull (Base)-2, 7, 12, 23, 33, 43, 71, 150, ISO, 183, 184, 186, 208, 229, 233, 286,

(Vault)—34, 43, 107, 120, 138, 167, 168, 172, 181, 183, 184, 290.

Spine—2, 26, 48, 53, 75, 77, 80, 89, 93, 135, 155.

Sternum-75, 93, 139.

Thyroid Cartilage- 80.

Tibia—87, 139, 151.198.
Ulna—181.

Vomer- 229.

Gall Bladdek—
Adhesions about—65.

Dilatation—153, 237.

Empyema- 57, 203.

Inflammation—226, 266.

Perforation—57.

G-ALL-STONES—jS^e Calculi.

Ganglion, Compound Palmar— 29.

Gangrene—
Arm—266.

Finger—38.

Intestine—11, 19, 41, 60. 264, 284.

Leg— 170.

Gastric Ulcer—/See Stomach.

Gastro-entbrostomy—See Operations.

Gastrostomy—&e Operations.

Glanders—239.

Gluteal, Abscess—20.

Gout-10.

HEMORRHAGE-
Into Orbit—129.
Into Parotid—207.
Intracranial-7, 23, 43, 83, 107, 130, 138, 167, 172, 184, 236.

Intraperitoneal—37.

Secondary—187.

Hemo-THORAX—See Pleura.

Heart—
Dilatation—10.
Eupture—95.

Sarcoma—117, 280.

Valvular Disease—22.

Hernia—
Diaphragmatic—226.
Irreducible-41, 264.

Of Bladder—192.
Strangulated-ll, 21. 28, 127, 156, 173, 218, 263, 264, 284.
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Herniotomy—iSee Operations.

Hip—
Acute Arthritis—51.
Epiphysitis— 20.

Tubercle-20, 187.

Hydrocele—115.

Hydrocephalus—14, 99, 188, 219.

Hydeo-nephrosis—<S«e Kidney.

Hydrophobia—223.

Hyoid, Fracture— 80,

Hysterectomy— xSfee Operations.

Iliac Vein—
Thrombosis—283.

Intestine—
Carcinoma- 82, 125, 183, 164, 203, 283.

Gallstone impacted in—100.

Gangrene—11, 19, 41, 60, 264, 284.

Inflammation —173, 215.

Intussusception—174, 275.

Lardaceous Disease—221.

Obstruction—50, 55, 82, 100, 105, 133, 144, 164, 215. 276, 289.

Rupture—28, 32, 231.

Simple Ulcer—69.

Strangulation, Internal—4, 19, 37, 60, 65.

Stricture— 112.

Intussusception—174, 275.

Jaw (Upper)

—

Carcinoma—153.

Fracture—236.

Kidney—
Abscess—35, 69, 287.

Calculus—158, 211.

Cyst, simple—115, 158.

Hydro-nephrosis—6.3, 242,

Lardaceous Disease—221,

Nephritis, chronic interstitial—1, 5, 8, 72, 115, 125, 146, 259, 263.

Pyelo-nephritis—77, 85, 157, 213, 255, 273.

Sarcoma—117.

Tubercle -79, 271.

Knee-
Erasion of—124.

Tubercle—124.

Laparotomy—See Operations.

Lardaceous Disease—221.
Larynx—

Carcinoma—103.

Tubercle—2£0, 285.

Leg, Gangrene—170,

Lithotrity—See Operations.
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Liver—
Abscess—35.

Carcinoma—67, 149, 242, 244, 253.

Cirrhosis—43.
Constriction—125.

Fatty- 133.

Lardaceous Disease—221.

Eupture—47, 49, 53, 93, 141, 181, 199.

Sarcoma—261.

Lung—
Abscess—35.

Bronchiectasis—285.

Bronchitis—146.

Broncho-pneumonia—54, 103.

Carcinoma—242.

Collapse—53, 91, 133, 179, 259.
Contusion—23.

Infarct -42, 109, 160, 268.

Laceration—119, 123, 161.

(Edema—1, 76, 129. 135, 163, 173.

Pneumonia-5, 136', 153, 162, 246.
Sarcoma—15, 117, 190, 261, 280.

Tubercle—29, 79, 161, 176, 187, 271, 285.

Lymphatic Glands—
Carcinoma -25, 136, 149, 244, 253.

Sarcoma -3, 15, 50, 177, 224, 261, 280, 292.

Lympho-SAKCOma. Glands of Neck—102.

Malar, Fracture—229, 236.

Marasmus—260.

Meckel's Diverticulum—144.

Mediastinum—
Sarcoma—102, 192.

Inflammation—246.

Meningitis—
Cerebral—12, 22, 44, 163, 183, 209. 271, 286.

Spinal—106.

Mesenteric Glands—
Calcification— 65.

Tubercle -60, 161, 249.

Mesentery—
Sarcoma—177.

NiEVUS, Neck—54,

Nasal Bones, Fracture—131,

Neck, Woimd—151, 288.

Necrosis—
Femur—51, 109.

Skull—188.

Tibia—42, 219.

Vomer—239.

Nephritis— See Kidney.

Nephrotomy— /S?e Operations.

Nose, Polypus—229.
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CEdema, Chronic, of Abdominal Wall—268.

OSSOPHAGUS—
Carcinoma—72, 136, 246.

Perforation—102.

Stricture—253.

Omentum—
Carcinoma—201.

Sarcoma—177.

Strangulation through—37.

Opeeations—
Amputation, Breast—5.

Leg -170.
Thigh—190, 198.

Appendix, removal—158.

Bladder, suture - 92, 175.

Carcinoma of Bladder, removal—244.

Castration—50.

Cholecystotomy—57.

Colotomy—105, 133, 242, 283.

Cystotomy—115 211,244,273.
Euterectomy— 21, 174, 210.

Enterotomy-4, 65, 121, 133, 259.

Evasion of Joints—124, 233.

Excision of Knee—287.

G-astro-enterostomy—59, 67, 142.

Gastrostomy—136.

Herniotomy—21, 28, 17.S, 218, 264, 284.

Hysterectomy— 90.

Laparotomy—4, 6, 8, 30, 32, 36, 37, 39, 45, 50, 55, 57, 59, 63, 73, 82, 90, 92,

101, 112, 121, 164, 169, 175, 191, 201, 242, 249, 257 276, 279, 291.

Lithotrity—92.
Nephrotomy—63.

Ovariotomy—31.

Resection of Eib—35.

Sequestrotomy— 51.

Spina Bifida, removal—14, 106.

Stomach

—

Excision of Ulcer—279.
Suture of Ulcer—101.

Tracheotomy— 15, 33, 102, 103, 195.

Trephining -83, 107, 163, 184, 251.

Uterine Fibroid, removal—73.

Wiring of Femur—81.

Orbit, Hc-Bmorrhage into—129.

Os Calcis, Fracture—139.

Otitis Media—/See Bar.

Ovariotomy—/See Operations.

OVAKY—
Carcinoma—149, 201.

Sarcoma—191.

Panoeeas—
Carcinoma—25.

Cyst—276.
Rupture-199.

Papilloma, Bladder—156.

Paeotid—
Hfemorrhage into—207.
Sarcoma—205.
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Patella, Fracture—10.

Pelvic Abscess—169, 221.

Fracture—48, 131, 135, 139, 146, 151, 231.

Sarcoma—261.

Peeicabdium—
Inflammation -42, 246, 288.

Rupture—95, 123.

Sarcoma—280.

Perineal Abscess—273.

Peritoneum—
Adhesions—19, 55, 97, 131, 153, 264.

Carcinoma-149, 201, 242.

Hfemorrliage into—37.

Inflammation—6, 11, 21, 28, 32, 36, 37, 39, 41, 45, 50, 57, 63, 73, 82, 90, 111,

112, 120, 127, 142, 144, 1.58, 166, 191, 192, 210, 237, 242, 249, 257, 259, 279, 283,

284, 291.

Petrous Bone, Sarcoma—224.

Phagedcenic Ulcer op Scalp—182.

Pharynx, Carcinoma—103.

Pleura—
Carcinoma-149.
Empyema—287,

Ha3mo-thorax-l, .53, 75, 93, 123, 155, 161, 181.

Pleurisy -69, 72, 219, 237, 263, 268, 288.

Pneumothorax—72.

Rupture of—93, 95, 123, 129.

Sarcoma—117, 261.

Pleurisy—See Pleura.

Pneumonia—jSee Lung.

Pneumothorax—&e Pleura.

Polypus—
Nose -229.
Urethra—115.

Prostate—
Abscess—255.

Carcinoma—213.

Enlargement —85, 115.

Pyemia and Septicaemia—22, 42, 109, 160, 162, 198, 207, 215, 219, 239, 268, 279,

287.

Pylephlebitis—97.

Pylorus— <S^(9e Stomach.

Rectum—
Carcinoma—242

.

Fibrous Stricture—105, 112.

Renal Veins, Thrombosis—268.

Rib-
Fracture—1, 23, 47, 53, 75, 76, 93, 95, 119, 123, 129, 155, 161, 179, 181, 199, 290.

Resection of—35.

Sarcoma—261,
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Sacral Plexus, Eupture—48.

Sacko-iliac Joint, Separation of—48, 231.

Saceum, Fracture— 48.

arcoma—
Brain—251.

Femur—3.

Heart -117, 280.

Kidney-117.
Liver- 261.

Lung -15. 117, 190, 261, 280.

Lymphatic Glands-3, 15, 50, 177, 224, 261, 280, 292.

Mediastinum—102, 192.

Mesentery—177.

Muscle—117.

Omentum—177.

Ovary—191.

Parotid—205.
Pelvis—261.
Pericardium—280.

Petrous Bone—224,

Pleura—117, 261.

Kib—261.

Spine—261.

Sternum—292.

Thyroid Gland- 15.

Testis—50.
Tibia—190.

Scald—See Burns.

Septicemia—See Pya3mia.

Seqttbstrotomy—See Operations.

Sigmoid Flexure—See Intestines.

Skin, Tubercle—271.

Skull—
Fracture—2, 7, 12, 23, 33, 34, 43, 71, 107, 120, 138, 150, 167, 168, 172 180, 181

183, 184, 186, 208, 229, 233, 286.

Necrosis—188.

Spina Bifida—14, 99, 106.

Spina Bifida, Removal—14, 106.

Spine —
Caries— 22 79 271

Fracture—2, 26, 48, 53, 75, 77, 80, 89, 93, 135, 155.

Meningitis—106.

Sarcoma—261.

Spleen—
Abscess -97.
J-.ardaceous Disease—221.
Rupture— 1.

Splenic Vein, Thrombosis—97.

Sterno- Mastoid, Sarcoma of—117.

Sternum—
Fracture—75, 93, 139.

Sarcoma—292.



241

For Pyo-nephrosis.—Two cases ; two recoveries.

A dressmaker, aged 22, had suffered for three years with frequent attacks
of severe pain in the right iliac fossa, the attacks lately occurring about every
ten days, and being accompanied by vomiting. Six weeks before admission
a swelling in the right iliac region had been discovered. For two weeks the
urine had been turbid. On admission the patient looked thin and ill. In the
right iliac and lumbar regions was a swelling as large as a cocoanut ; its

lowest border was not lower than the level of the anterior superior spine of
the ilium. At consultations there was much difference of opinion as to the
nature of the tumour ; the majority favoured appendicitis. An exploratory
abdominal incision showed it, however, to be renal. It was then opened from
the loin, and about eight ounces of foul pus were let out ; no calculus was
found ; the disease was believed to to be tuberculous. The temperature,
which before the operation had been persistently high, fell at oace to normal,
and remained there. The patient made an excellent recovery, and left the
hospital on the thirty-seventh day after the operation with the wound healed.
The kidney was still considerably enlarged, but painless, (v. 2960*.)

A man, aged 39, was transferred from a medical ward on account of
pyuria. Four years previously he had passed blood in the urine, and since
that time had had occasional pain in the loin. Recently there had been more
hsematuria and more pain. He had never passed gravel or a stone. On
admission there was much pyuria, but no renal tumour could be felt. An
exploratory laparotomy was performed, but no kidney could be discovered in

the right loin ; the left was of normal size and seemed healthy. The cjecum
and appendix were somewhat higher in the abdomen than was natural, and it

was supposed that the right kidney was situated in some abnormal situation

in which it could not be felt. The patient left the hospital seventeen days
later, having lost the pain, but not the pyuria. A few months later he was
readmitted with the same symptoms as before ; on this occasion a lumbar
nephrotomy was performed, and a pyo-nephrotic kidney was found in its

usual place, although small and surrounded by a good deal of chronic
inflammation, (ii. 1669.)

For Supposed enlargement of gall bladder.

This case has already been described on p. 199 under nephrotomy for
hydro-nephrosis. (v. 1072.)

For Suppurating eyst of the kidney.

A salesman, aged 27, was admitted to a medical ward on account of
peritonitis, supposed to be due to acute appendicitis. For one week he had
complained of abdominal pain and loss of appetite. Four days before
admission violent pain and vomiting began, and lasted until admission. On
admission the abdomen was somewhat distended and moving slightly. The
pain was chiefly in the right iliac fossa and right side of the abdomen. No
tumour could be felt. The temperature was 101°

;
pulse 116. Next day the

temperature was 98*6°, but as the patient was in other respects no better, he
was transferred to a surgical ward and immediately operated upon. A
condition of general peritonitis was found. The appendix was removed, but
found to be quite healthy. The patient died collapsed a few hours later. The
post-mortem showed a simple cyst in each kidney. That in the right side was
as large as an orange, and had suppurated. This suppurating cyst had
recently burst and set up peritonitis, at first localised to the right side of the
abdomen, and afterwards becoming general. The appendix had nothing to
do with the peritonitis, (i. 1874.)
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For Supposed ovarian tumour.

An unmarried woman, aged 44, was admitted on account of pain and
abdominal swelling. The latter had been noticed for a fortnight only, but
she had had pelvic pain for about two years. Examination showed a large

hard mass filling up most of the pelvis (a fibroid), and a large elastic, slightly

tender mesial abdominal tumour, extending upwards to a point midway
between the umbilicus and sternum. The cervix was high up against the middle
of the symphysis. The diagnosis was inflamed ovarian cyst. When the

abdomen was opened, the abdominal tumour was found to be a greatly

distended bladder pushed up by an interstitial uterine fibroid. Forty-four

ounces of urine were drawn off by a catheter, and the wound was simply
closed up again. The patient gradually became weaker and weaker, passed

very little urine, and eventually died nineteen days after the operation, the

wound having run a normal aseptic course, and the temperature remaining
normal until the day before death. The post-mortem showed no peritonitis

nor any definite cause for death, except a slight degree of chronic interstitial

nephritis. The fibroid was about as large as a cricket ball. (IMartha 14.)
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APPENDIX TO SUB-TABLE OF CASES OF

ERYSIPELAS, PYEMIA, &c.

EEYSIPELAS—Cutaneous.

Admissions.

Of eight patients, none died.

Occurring in Hospital.

The only case was that of a man, aged 29, admitted for malignant disease of

the lung and abdomen, who developed a mild attack of facial erysipelas and
soon died, chiefly of the malignant disease, (iii. 3463.)

Occurring after Operation.

There were no cases during the year.

Phlegmonous.

Admissions.

Of twenty-five patients, none died.

Occurring in Hospital.

Two men, aged 30 and 60, admitted for wound of the hand and compound
fracture of the pelvis, developed cellulitis of the arm and leg respectively, but
made good recoveries.

Occurring after Operation.

There were no cases.

PY.S1MIA AND SEPTICiEMIA.

Admissions.

One male and four female patients were admitted ; of these, one male and
three females died.

A man, aged 67, admitted with pysemia following suppuration about the

elbow, died six days later ; there was no post-mortem, (v. 1130.)

A woman, aged 42, was admitted in a moribund condition, and died next
day ; she had septicsemia, a facial carbuncle and a gangrenous condition of the
lower lip ; all this had followed a scratch from a baby's toe six weeks before :

the post-mortem showed double septic pleurisy, (ii. 1476.)
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A female infant, aged 7 mouths, who had been ill for seven weeks, was
admitted very ill with abscesses in various parts of the body, and evidently
the subject of pytemia ; she died six days later, and the post-mortem showed
renal thrombosis, double pleurisy and pulmonary infarcts, (iv. 2179.)

Occurring in Hospital.

The case of a woman, aged 20, admitted for a compound fracture of the
femur, and who died of septicaemia nine days later, has been described under
amputation of the thigh, (v. 1866.)

DELIRIUM TREMENS.

Admissions.

There were no cases with actual symptoms of delirium tremens at the time of
admission.

Occurring in Hospital.

Seven patients showed symptoms of the disease soon after admission. Five
of them were admitted for fractures. All recovered.

Occurring after Operation.

Two men, aged 29 and 71, developed symptoms after an operation for the
radical cure of femoral hernia and a herniotomy for strangulated inguinal

hernia respectively. Both made good recoveries.
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INDEX.
TO Registek of Post-mortem Examinations.

SUEGICAL, 1897.

BY THE SURGICAL REGISTRAR.

Number of Surgical Post-mortem Examinations made

DURING the year—203.

Abdominal Section—See Operations—Laparotomy.

Abnoemalities (Congenital)—
Intestine Diverticula—144*.

Spina Bifida—14, 99, 106.

Abscess—
Brain—188.

Gluteal—20.
. Kidney—287.
Liver-35, 69, 287.

Lung— 35.

Pelvic -169, 221.

Perineal—273.
Prostate—'255.

Spleen—97.
Sub-diaphragmatic— 97.

Addison's Disease—233.

Alcoholic Poisoning—74.

Amputations— *Sf^ Operations.

Amyloid Disease—&e Lardaceous Disease.

Ankle, Dislocation—139.

Aorta, Rupture— 93.

Appendicitis— *See Vermiform Appendix.

Appendix, removal

—

See Operations.

Arm, Gangrene—266.

Artery—
Subclavian, Rupture—155.

Arthritis—
Acute, of Hip—51.

Chronic Rheumatic—1, 10.

Ascites—237, 268.

Atheromatous Arteries-138, 192, 266.

Atlas, Fracture—89.

» The figures refer to the pages of the Surgical Post-mortem Register, kept in the Library.
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Bladder—
Calculus- 92, 115.

Carcinoma—244.

Disteusion— 8.

Hernia of—192.

Inflammation-77, 115, 157, 213, 255, 273.

Papilloma—156.

Kupture—92, 175.

Sacculation—175, 255.

Tubercle—271.

Bkain—
Abscess—188.

Laceration—7, 23, 33, 34, 43, 83, 107, 120, 138, 168 180, 186, 208, 229.

Sarcoma—251.

Breast, Carcinoma—5.

Bronchus, Rupture of—123.

Burns and Scalds—74, 248.

C^CUM—
Hernia of—127.

Carcinoma—266.

Calculi—
Biliary-57, 65, 100, 153, 185, 226, 237.

Bladder—92, 115.

Kidney-158, 211.

Ureteric— 63.

Cancrum Oris— 178.

Carbolic Acid Burn—74.

Carbuncle, Facial— 160.

Carcinoma—
Bladder- 244.

Breast—5.

Ca3cum—266.

Cystic Duct—237.

Intestine—82, 125, 133, 164, 203, 266, 283.

Jaw (Upper)—1.53.

Larynx—103.

Liver-67, 149, 242, 244, 253.

Lung—242.

Lymphatic Glands -25, 136, 149, 244, 2.53.

(Esophagus-72, 136, 246.

Omentum— 201.

Ovary—149,201.
Pancreas—25.

Peritoneum—149, 201, 242.

Pharynx—103.

Pleura—149.
Prostate—213.
Eectum—242.
Stomach—25, 67, 142, 253.

Caries, Spine-22, 79, 271.

Castration—/See Operations.

Cellulitis—
Labia—20.
Neck-15.
Pelvic—211, 255.

Scalp—91.

Chloroform, Death from—176, 195.

Cholecystotomy—See Operations.
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Clavicle—
Dislocation—76.
Fracture—95, 155.

Colon—See Intestines.

COLOTOMT

—

See Operations.

Costal Caetilagb, Fracture—63.

Cut Throat—/fe Neck.

Cyst—
Kidney- 115, 158.

Pancreas —199.
Tubo-ovarian—131.

Cystic Duct, Carcinoma—237.

Cystitis—/See Bladder,

Cystotomy—See Operations.

Diaphragm-
Kupture—199.
Hernia through—226.

Abscess under—97.

Dislocation—
Ankle—139.

CIavicle-76.

DuoDENO-CoLic Fistula—60.

DtrODENUM, Ulcer—226.

Bar, Inflammation of middle—163, 209, 260.

Elephantiasis-268.

Empyema -177.

Enterbctomy—^ee Operations.

Enteritis—-See Intestines.

Enterotomy—xSlse Operations.

Epiphysitis, Hip— 20.

Erysipelas^280.

Femur—
Fracture-81, 131, 150, 155, 198, 265.

Necrosis—51, 109.

Sarcoma—3.

Fibroma, Pharynx—195.

Fibula, Fracture—87, 157, 181.

Finger, Gangrene—38.

Fistula—
Fsecal-41, 203, 210.

Duodeno-colic—60.

Fracture—
Atlas- 89.

Clavicle-95, 155.

Costal Cartilage—53.
Femur- 81, 131, 150, 155, 198, 265.

Fibula-87. 157, 181.

Hyoid-80:
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Fracture—continued.
Jaw (Upper)—23t).

Malar—229, 236.

Nasal—131.

Os Calcis-139.
Patella 10.

Pelvis-48,'l81, 135, 139, 146, 151, 231.

Eib-1, 23, 47, 53, 75, 76, 93, 95, 119, 123, 129, 155, 161, 179, 181, 199, 290.

Sacrum—48.

Skull (Base)—2, 7, 12, 23, 33, 43, 71, 150, 180, 183, 184, 186, 208, 229, 233, 286.

(Vault)-84, 43, 107, 120, 138, 167, 168, 172, 181, 183, 184, 290.

Spine-2, 26, 48, 53, 75, 77, 80, 89, 93, 135, 155.

Sternum—75, 93, 139.

Thyroid Cartilage— 80.

Tibia—87, 139, 151,198.
Ulna—181.

Vomer- 229.

Gall Bladder—
Adhesions about—65.

Dilatation—153, 237.

Empyema- 57, 203.

Inflammation—226, 266.

Perforation—57.

Gall-stones—&e Calculi.

Ganglion, Compound Palmar— 29.

Gangrene—
Arm—266.

Finger—38.

Intestine—11, 19, 41, 60. 264, 284.

Leg—170.

Gastric Ulcer—/See Stomach.

Gastro-enterostomy—See Operations.

Gastrostomy— See Operations.

Glanders—239.

Gluteal, Abscess—20.

Gout-10.

HEMORRHAGE—
Into Orbit--129.
Into Parotid—207.
Intracranial—7, 23, 43, 83, 107, 130, 138, 167, 172, 184, 236.

Intraperitoneal—37.

Secondary—187.

Hemo-THORAX—(See Pleura.

Heart—
Dilatation—10.
Eupture—95.

Sarcoma—117, 280.

Valvular Disease—22.

Hernia—
Diaphragmatic—226.

Irreducible-41, 264.

Of Bladder—192.
Strangulated— 11, 21. 28, 127, 156, 173, 218, 263, 264, 284.
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Herniotomy—jSee Operations.

Hip—
Acute Arthritis—51.
Epiphysitis—20.
Tubercle-20, 187.

Hydkocble—1 15.

Hydeocephalus—14, 99, 188, 219.

Hydeo-nepheosis—/S^e Kidney.

Hydrophobia—223.

Hyoid, Fracture— 80.

Hysteeectomy—&e Operations.

Iliac Vein—
Thrombosis—283.

Intestine—
Carcinoma- 82, 125, 133, 164, 203, 283.

Gallstone impacted in—100.

Gangrene—11, 19, 41, 60, 264, 284.

Inflammation—173, 215.

Intussusception—174, 275.
^

TjfiTrlflOPous DisG3jS6'-'^221

Obstruction—50, 55, 82, 100, 105, 133, 144, 164, 215. 276, 289.

Rupture—28, 32, 231.

Simple Ulcer—69.

Strangulation, Internal—4, 19, 37, 60, 65.

Stricture-112.

INTUSSUSCIEPTION—174, 275.

.Jaw (Upper)—
Carcinoma—153.

Fracture—236.

Kidney—
Abscess—35, 69, 287.

Calculus—158, 211.

Cyst, simple—115, 158.

Hydro-nephrosis—63, 242.

Lardaceous Disease—221.

Nephritis, chronic interstitial— 1, 5, 8, 72, 115, 125, 146, 259, 263.

Pyelo-nephritis—77, 85, 157, 213, 255, 273.

Sarcoma—117.

Tubercle -79, 271.

Knee—
Erasion of—124.
Tubercle—124.

Lapaeotomy—*See Operations.

LAEDACBotJS Disease—221.

Laeynx—
Carcinoma—103.

Tubercle—2S0, 285.

Leg, Gangrene—170.
LiTHOTEiTY

—

See Operations.
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Liver—

Carcinoma—67, 149, 242, 244, 253.

Cirrhosis—43.
Constriction—125.

Fatty- 133.

Lardaceous Disease—221.

Eupture—47, 49, 53, 93, 141, 181, 199.

Sarcoma—261.

Long—
Abscess—35.

Bronchiectasis—285.

Bronchitis—146.

Broncho-pneumonia—54, 103.

Carcinoma—242.

Collapse—53, 91, 133, 179, 259.

Contusion—23.

Infarct -42. 109, 160, 268.

Laceration—119, 123, 161.

(Edema—1, 76, 129, 135, 163, 173,

Pneumonia— 5, 136, 153, 162, 246.

Sarcoma—15, 117, 190. 261, 280.

Tubercle—29, 79, 161,' 176, 187, 271, 285.

Lymphatic G-lai^ds-
Carcinoma -25, 136, 149, 244, 253.

Sarcoma -3, 15, 50, 177, 224, 261, 280, 292.

Lympho-sarcoma, Glands of Neck—102.

Malar, Fracture—229, 236.

Marasmus—260.

Meckel's Diverticulum—144.

Mediastinum—
Sarcoma—102, 192.

Inflammation—246.

Meningitis—
Cerebral—12. 22, 44, 163, 183, 209. 271, 286.

Spinal—106.

'

Mesenteric Glands—
Calcification— 65.

Tubercle-60, 161, 249.

Mesentery—
Sarcoma—177.

N^VUS, Neck—54.

Nasal Bones, Fracture—131.

Neck, Wound-151, 288.

Necrosis—
Femur—51, 109.

Skull—188.
Tibia—42, 219.

Vomer—239.

Nephritis— S(?e Kidney.

Nephrotomy— (Sfe^ Operations.

Nose, Polypus—229.
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CEdbma, Chronic, of Abdominal Wall—268.

(Esophagus—
Carcinoma—72, 136, 246.

Perforation—102.

Stricture—253.

Omentum—
Carcinoma—^201.

Sarcoma—177.

Strangulation through—37.

Opeeations—
Amputation, Breast—5.

Leg -170.
Thigh—190, 198.

Appendix, removal—158.

Bladder, suture -92, 175.

Carcinoma of Bladder, removal—244.

Castration—50.

Cholecystotomy—57.

Colotomy—105, 138, 242, 283.

Cystotomy—115 211, 244, 273.

Enterectomy—21, 174, 210.

Enterotomy-4, 65, 121, 133, 259.

Erasion of Joints—124, 233.

Excision of Knee—287.

Gastro-enterostomy—59, 67, 142.

Gastrostomy—136.

Herniotomy—21, 28, 173, 218, 264, 284.

Hysterectomy—90.

Laparotomy—4, 6, 8, 30, 82, 36, 37, 39, 45, 50, 55, 57, 59, 68, 73, 82, 90, 92,

101, 112, 121, 164, 169, 175, 191, 201, 242, 249, 257 276, 279, 291.

Lithotrity—92.
Nephrotomy—63.

Ovariotomy—31.

Eesection of Rib—35.

Sequestrotomy— 51

.

Spina Bifida, removal—14, 106.

Stomach

—

Excision of Ulcer—279.
Suture of Ulcer—101.

Tracheotomy-15, 33, 102, 103, 195,

Trephining -83, 107, 163, 184, 251.

Uterine Fibroid, removal—73.

Wiring of Femur—81.

Oebit, Haemorrhage into—129.

Os Calcis, Fracture—139.

Otitis Media—/See Ear.

Ovariotomy—See Operations.

OVART—
Carcinoma—149, 201.

Sarcoma—191.

Pancreas-
Carcinoma—25.
Cyst—276.

. Eupture-199.
Papilloma, Bladder—156.

PAROTIB—
Haemorrhage into—207.
Sarcoma—205.
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Patella, Fracture—10.

Pelvic Abscess—169, 221.

Fracture—48, 131, 135, 139, 146, 151, 231.

Sarcoraa—261.

Pericardium-
Inflammation -42, 246, 288.

Kupture—95, 123.

Sarcoma—280.

Perineal Abscess—273.

Peritoneum—
Adhesions—19. 55, 97, 131, 153, 264.

Carcinoma—149, 201, 242.

Hfemorrhage into—37.

Inflammation—6, 11, 21, 28, 32, 36, 37, 39, 41, 45, 50, 57, 63, 73, 82,90, 111,

112, 120, 127, 142, 144, 158, 166, 191, 192, 210, 237, 242, 249, 257, 259, 279, 283,

284, 291.

Petrous Bone, Sarcoma—224.

Phagedcenic Ulcer op Scalp—182.

Pharynx, Carcinoma—103.

Pleura—
Carcinoma—149.

Empyema—287.

Hasmo-thorax— 1, 53, 75, 93, 12.3, 155, 161, 181.

Pleurisy -69, 72, 219, 237, 263, 268, 288.

Pneumothorax—72.

Rupture of—93, 95, 123, 129,

Sarcoma—117, 261.

Pleurisy-&e Pleura.

Pneumonia-(See Lung.

Pneumothorax—&e Pleura.

Polypus—
Nose—229.

Urethra—115.

Prostate—
Abscess—255.

Carcinoma—213.

Enlargement —85, 115.

Pyemia and Septicemia—22, 42, 109, 160, 162, 198, 207, 215, 219, 239, 268, 279,
287.

Pylephlebitis—97.

Pylorus—/See Stomach.

Rectum—
Carcinoma—242.

Fibrous Stricture—105, 112.

Renal Veins, Thrombosis—268.

RlB-
Fracture—1, 23, 47, 53, 75, 76, 93, 95, 119, 123, 129, 155, 161, 179, 181, 199, 290.
Resection of—35.

Sarcoma—261.
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Sackal Plexus, Eupture—48.

Saceo-iliac Joint, Separation of—48, 231.

Saceum, Fracture— 48.

AECOMA—
Brain—251.
Femur—3.

Heart -117, 280. '

Kidney- 117.

Liver— 261.

Lung-1.5, 117, 190, 261, 280.

Lymphatic Glands-3, 15, 50, 177, 224, 261, 280, 292.

Mediastinum—102, 192.

Mesentery—177.

Muscle—117.

Omentum—177.

Ovary—191.

Parotid—205,
Pelvis—261.
Pericardium—280.

Petrous Bone—224.

Pleura—117, 261.

Rib—261.

Spine— 261.

Sternum—292.

Thyroid Glaud— 15.

Testis—50.
Tibia—190.

Scald—/See Burns.

S^PTlCMUlA—See Pyremia.

Sequesteotomy—&i9 Operations.

Sigmoid Flexuee—/S'ee Intestines.

Skin, Tubercle—271.

Skull—
Fracture-2, 7, 12, 23, 33, 34, 43, 71, 107, 120, 138, 150, 167, 168, 172 180, 181

183, 184, 186, 208, 229, 233, 286.

Necrosis—188.

Spina Bifida—14, 99, 106.

Spina Bifida, Removal—14, 106.

Spine —
Caries -22, 79, 271.

Fracture—2. 26, 48, 53, 75. 77, 80, 89, 93, 135, 155.

Meningitis—106.
Sarcoma—261.

Spleen—
Abscess- 97.

Lardaceous Disease—221.
Rupture— 1.

Splenic Vein, Thrombosis—97.

Steeno- Mastoid, Sarcoma of—117.

Steenum—
Fracture—75, 93, 139.

Sarcoma—292.
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Stomach—
Carcinoma—25, 67, 142, 253,

Fibrous Stricture—121.
Hourglass Contraction—51, 112.

Perforation—51, 226, 279.

Rupture -199.
Ulcer—51, 101, 112, 192, 279.

Stomatitis—162.

Stricture—See Urethra.

Subclavian Artery—
Rupture—155.

Thrombosis—266.

Suprarenal Gland, Tubercle—233.

Tarsus—
Erasion of—233.

Tubercle—233.

Testis, Sarcoma—50.

Tetanus— 171.

Thigh, Wound—87.

Thrombosis—
External Iliac Vein—283.

Renal Vein—268.

Splenic Vein—97.

Subclavian Artery—266.

Thyroid Cartilage, Fracture—80.

Thyroid Gland—
Sarcoma—15.

Suppuration—246.

Tibia—
Fracture—87, 139, 151, 198.

Necrosis—42, 219.

Sarcoma—190.

Trachea—
Perforation—246.

Rupture—119.

Tracheotomy— jSfee Operations.

Trephining—&e Operations.

Tubercle—
Bladder—271.
Hip-20, 187.

Kidney—79, 271.
Knee -124.
Larynx—280, 285.

Lung—29, 79, 161, 176, 187, 271, 285.
Meninges—22, 271.

Mesenteric Glands—60, 161, 249.
Skin—271.
Suprarenal Gland—233.
Tarsus—233.

Typhoid Ulcer, Perforation-257.
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Ulcerative Endoecarditis—22.

Ulna, Fracture—181.

Ureter, Calculusion— 63.

Urethra—
Polypus—115.

Stricture -157, 175, 185, 255, 273.

Urine, Extravasation-157, 175, 185, 211.

Uterine Appendages—
Extra-uterine fcetation—30, 59.

Pyo-salpinx—169, 221.

Uterus, Fibroid—8, 55, 73, 131.

Varicella Gangrenosa—38.

Vermiform Appendix—
Folded—69.

Inflammation- 4, 6, 36, 39, 45, 97, 111, 166, 249, 289.

Vomer—
Fracture—229.
Necrosis— 239.

Wound—
Foot— 171.

Neck—151,288.
Thigh—87.
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